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State  legislative  committee 
begins  investigating  EDS 


For  months,  physicians  and  other  health  care  providers  have  encoun- 
tered significant  delays  and  errors  in  Medicaid  reimbursement,  result- 
ing in  bankruptcy  in  some  cases. 

The  committee  will  study  whether  EDS  has  properly  performed  the 
terms  of  its  contract  with  the  state  Indiana,  determine  what  legislative 
and  administrative  procedures  are  needed  to  eliminate  Medicaid 
reimbursement  backlogs,  delays  and  errors  and  investigate  any  other 
matter  related  to  Medicaid  reimbursement  and  processing  of  claims. 
Sen.  Pat  Miller,  R-Indianapolis,  is  chairman  of  the  committee. 

The  committee  must  make  and  report  any  recommendations  for 
proposed  legislation  to  the  General  Assembly  before  Feb.  17.  The 
state's  contract  with  EDS  will  expire  at  the  end  of  1996,  so  the  re- 
bidding process  must  begin  in  February.  The  state  then  would  have 
two  options:  open  bidding  to  new  contractors  or  renew  EDS's  contract 
for  one  or  two  years.  If  EDS's  contract  is  renewed,  the  state  would 
renegotiate  the  terms  of  the  contract,  adding  more  specific  responsibili- 
ties and  stricter  penalties  if  those  responsibilities  are  not  met. 


A state  legislative  committee  has  begun  investigating  the  problems  that 
health  care  providers  are  having  with  Medicaid  claims  processed  by 
Electronic  Data  Systems  (EDS).  The  Medicaid  Reimbursement  Investi- 
gative Committee  was  created  by  the  Legislative  Council  of  the  Gen- 
eral Assembly. 


Leadership  conference  open 
to  medical  society  officers 


Spokesperson  training  and  a constituent  skills  workshop  will  be  of- 
fered during  ISMA's  Leadership  '96  Conference.  The  conference  is 
open  to  officers  of  state,  county  and  district  medical  societies,  the 
ISMA  Alliance,  the  Resident  Medical  Society  and  the  Medical  Student 
Society.  It  will  be  from  8:30  a.m.  to  4:30  p.m.  Saturday,  Feb.  10,  at  the 
University  Place  Conference  Center  on  the  IUPUI  campus  in  India- 
napolis. 

Pat  Clark  of  the  American  Medical  Association  will  conduct  the 
spokesperson  training,  which  is  designed  to  provide  participants 
with  the  fundamental  skills  necessary  to  speak  to  groups  or  do  radio, 
newspaper  or  television  interviews. 

Michael  E.  Dunn,  president  of  Michael  E.  Dunn  & Associates  Inc.,  a 
public  affairs  consulting  firm  based  in  Washington,  D.C.,  will  present 
the  constituent  skills  workshop.  He  will  discuss  how  to  write  an  ar- 
ticulate letter  that  will  get  your  legislator's  attention  and  how  to 
make  your  representative  telephone  you  for  your  opinion. 

For  more  information,  call  the  ISMA,  (317)  261-2060  or  1-800-257- 
4762.  J 
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■editorial 


George  T.  Lukemeyer,  M.D. 
Indianapolis 

!R.ecently  I was  invited  to 
give  a Grand  Rounds  presentation 
on  "The  Essence  of  Professional- 
ism" at  St.  Vincent  Hospital  in 
Indianapolis.  In  preparing  for  the 
talk,  I came  across  the  "Patient- 


Ralph  Crawshaw,  M.D. 

David  E.  Rogers,  M.D. 

Edmund  D.  Pellegrino,  M.D. 

Roger  J.  Bulger,  M.D. 

George  D.  Lundberg,  M.D. 

Lonnie  R.  Bristow,  M.D. 

Christine  K.  Cassel,  M.D. 

Jeremiah  A.  Barondess,  M.D. 

]\/Iedicine  is,  at  its  center,  a 
moral  enterprise  grounded  in  a 
covenant  of  trust.  This  covenant 
obliges  physicians  to  be  competent 
and  to  use  their  competence  in  the 
patient's  best  interests.  Physicians, 
therefore,  are  both  intellectually 
and  morally  obliged  to  act  as 
advocates  for  the  sick  wherever 
their  welfare  is  threatened  and  for 
their  health  at  all  times. 

Today,  this  covenant  of  trust  is 
significantly  threatened.  From 
within,  there  is  growing  legitima- 
tion of  the  physician's  materialistic 
self-interest;  from  without,  for- 
profit  forces  press  the  physician 
into  the  role  of  commercial  agent 
to  enhance  the  profitability  of 
health  care  organizations.  Such 
distortions  of  the  physician's 
responsibility  degrade  the  physi- 
cian-patient relationship  that  is  the 
central  element  and  structure  of 
clinical  care.  To  capitulate  to  these 
alterations  of  the  trust  relationship 
is  to  significantly  alter  the 
physician's  role  as  healer,  carer, 
helper  and  advocate  for  the  sick 


Physician  Covenant"  statement 
prepared  by  a distinguished  group 
of  physicians  and  published  on  the 
Policy  Perspectives  page  of  the 
May  17,  1995,  issue  of  The  Journal  of 
the  American  Medical  Association. 
Recognizing  that  the  pressures  and 
time  constraints  of  a busy  practice 
may  have  allowed  this  to  slip  by 
you  unnoticed,  we  are  pleased  to 

Patient-physician  covenant 

and  for  the  health  of  all. 

By  its  traditions  and  very 
nature,  medicine  is  a special  kind 
of  human  activity  - one  that 
cannot  be  pursued  effectively 
without  the  virtues  of  humility, 
honesty,  intellectual  integrity, 
compassion,  and  effacement  of 
excessive  self-interest.  These  traits 
mark  physicians  as  members  of  a 
moral  community  dedicated  to 
something  other  than  its  own  self- 
interest. 

Our  first  obligation  must  be  to 
serve  the  good  of  those  persons 
who  seek  our  help  and  trust  us  to 
provide  it.  Physicians,  as  physi- 
cians, are  not,  and  must  never  be, 
commercial  entrepreneurs, 
gateclosers  or  agents  of  fiscal 
policy  that  runs  counter  to  our 
trust.  Any  defection  from  primacy 
of  the  patient's  well-being  places 
the  patient  at  risk  by  treatment 
that  may  compromise  quality  of  or 
access  to  medical  care. 

We  believe  the  medical 
profession  must  reaffirm  the 
primacy  of  its  obligation  to  the 
patient  through  national,  state  and 
local  professional  societies;  our 
academic,  research  and  hospital 
organizations;  and  especially 
through  personal  behavior.  As 
advocates  for  the  promotion  of 
health  and  support  of  the  sick,  we 
are  called  upon  to  discuss,  defend 
and  promulgate  medical  care  by 
every  ethical  means  available. 


reproduce  it  here. 

It  is  my  firm  conviction  that 
the  patient-physician  covenant  is 
the  essence  of  professionalism.  In 
this  tumultuous  time  of  change,  I 
recommend  the  following  state- 
ment for  your  careful  consider- 
ation: 


Only  by  caring  and  advocating  for 
the  patient  can  the  integrity  of  our 
profession  be  affirmed.  Thus  we 
honor  our  covenant  of  trust  with 
patients.  LI 

Dr.  Crawshaw  is  in  private 
practice  in  Portland,  Ore.;  Dr.  Rogers, 
who  died  Dec.  5,  1994,  was  the  Walsh 
McDermott  University  Professor  of 
Medicine  at  the  New  York  HospitaT 
Cornell  Medical  Center;  Dr. 

Pellegrino  is  director,  Center  for 
Clinical  Bioethics,  Georgetown 
University  Medical  Center,  Washing- 
ton, D.C.;  Dr.  Bulger  is  president, 
Association  of  Academic  Health 
Centers,  Washington,  D.C.;  Dr. 
Lundberg  is  editor,  JAMA,  Chicago; 
Dr.  Bristow  is  president,  American 
Medical  Association;  Chicago;  Dr. 
Cassel  is  section  chief,  Department  of 
Internal  Medicine,  University  of 
Chicago,  Chicago;  and  Dr.  Barondess 
is  president,  New  York  Academy  of 
Medicine,  New  York,  N.Y. 


Correspondence:  Ralpih 
Crawshaw,  M.D.,  2525  N.W.  Love  joy, 
Portland,  OR  97210. 


Reprinted  by  permission  of  the 
Journal  of  the  American  Medical 
Association,  May  17,  1995,  Vol.  273, 
No.  19,  page  1553,  Copyright  1995, 
American  Medical  Association. 
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The  Remedy  For 
Change 


In  an  environment  where  change 
is  the  only  constant,  AllMed's  500 
billing  and  practice  management 
specialists  allow  providers  to  con- 
centrate on  practicing  medicine. 
AllMed  is  the  source  for  compre- 
hensive, cost  effective  medical 
billing,  collections  and  lending. 

Our  knowledge  of  the 
payers,  as  well  as  our  unique  ability 
to  provide  asset-backed  lending 
based  on  the  value  of  receivables, 
is  why  over  100  hospitals  and 
3,000  physicians  covering  more 
than  25  specialties  have  come  to 
AllMed  for  solutions,  making  us 
one  of  the  top  five  medical  billing 
and  collecting  companies  in  the 
country. 

We  guarantee  an  increase 
in  revenue,  regardless  of  your  size 
or  specialty,  by  improving  total 
collections,  decreasing  days  for 
reimbursement  and  increasing 
reimbursements  at  the  time  of 
service.  Our  fee  arrangements 
and  guarantee  programs  ensure 
that  if  you  do  not  get  paid,  we  do 
not  get  paid. 


AllMed.  Let  us  handle  the  change. 


AllMed 

FINANCIAL  CORP 

1-800-877-8577 

Chicago  Indianapolis 
St.  Louis  Baltimore  Washington, D.C. 
Rutherford,  NJ 
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IU  dean  lists  funding 


Bob  Carlson 
Indianapolis 


Robert  W.  Holden,  M.D.,  ac- 
knowledges that  these  are  tumul- 
tuous times  for  medicine  and 
smiles  with  anticipation  when  he 
tells  you  he's  looking  forward  to 
the  challenges.  As  the  new  dean  of 
the  Indiana  University  School  of 
Medicine  and  director  of  the  IU 
Medical  Center,  Dr.  Holden  has  his 
work  cut  out  for  him,  and  he 
knows  it.  Federal  and  state  fund- 
ing is  shrinking,  research  money  is 
harder  to  come  by,  and  the  health 
care  marketplace  is  becoming  in- 
creasingly competitive. 

He  succeeds  Walter  Daly, 

M.D.,  who  retired  Oct.  31,  1995,  af- 
ter serving  as  dean  and  director 
since  1983. 

Dr.  Holden,  who  has  been  a 
professor  of  radiology  at  IU  since 
1973,  served  as  chairman  of  the  IU 
Department  of  Radiology  since 
199] . The  department  imple- 
mented a Positron  Emission 
Tomography  (PET)  program  and  a 
teleradiology  program  under  his 
leadership.  In  1992,  he  was  named 
the  Eugene  C.  Klatte  Professor  of 
Radiology,  a chair  that  was  estab- 
lished in  recognition  of  his  prede- 
cessor. 

He  is  past  president  of  the  In- 
diana Roentgen  Society  and  serves 
on  the  Wishard  Memorial  Founda- 
tion Board  of  Directors.  He  is  a fel- 
low in  the  American  College  of  Ra- 
diology and  the  Society  of  Cardio- 
vascular and  Interventional  Radi- 
ology. He  served  on  the  Board  of 
Scientific  Counselors  in  the  Divi- 
sion of  Cancer  Treatment  at  the 
National  Cancer  Institute  from 
1990  to  1994  and  was  a consultant 
to  the  National  Institutes  of  Health 
Radiation  Research  Program  in 
1989-1990.  He  received  the  Distin- 
guished Alumni  Award  from  the 
Purdue  University  School  of  Phar- 


macy and  Pharmacal  Sciences  in 
1992  and  the  Bowen  Distinguished 
Leadership  Award  from  the  IU 
School  of  Medicine  in  1993. 

In  this  conversation  with  Indi- 
ana Medicine,  Dr.  Holden  talks 
about  his  goals  as  dean,  the  chal- 
lenges of  medical  school  funding, 
the  impending  changes  in  medical 
education,  the  IU-Methodist  hospi- 
tals merger  and  his  views  of  his 
new  job. 

Indiana  Medicine:  Congratula- 
tions on  your  recent  appointment 
as  dean.  What  are  your  initial  re- 
actions after  only  a few  weeks  in 
this  position? 

Holden:  The  office  of  the  dean  is 
busy  and  people  are  very  gracious. 
Most  of  the  time,  they  want  sup- 
port or  direction  for  a specific  item. 
Usually,  you  can  facilitate  and 
help  them,  and  other  times,  you're 
looking  for  a very  global  change 
which  is  going  to  take  some  reflec- 
tion and  concept-building.  Right 
now,  we're  in  tumultuous  times, 
with  lots  of  change,  and  people  are 
anxious.  1 need  an  understanding 
of  what  their  problems  are  and  in- 
tegrate the  problems  and  resources 
of  the  school  to  establish  some  glo- 
bal goals  and  directions. 

Indiana  Medicine:  Do  you  like  the 
job? 

Holden:  I'm  excited  about  it.  It's  a 
big  change  from  where  I've  been  in 
the  past.  In  radiology,  my  interper- 
sonal involvement  was  principally 
directed  towards  a product.  The 
dean's  office  seems,  thus  far,  much 
more  concept-oriented  and  reacts 
to  external  changes  rather  than  be- 
ing involved  in  the  day  to  day  evo- 
lution of  a product.  The  issues  are 
markedly  less  able  to  be  fixed  with 
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as  top  challenge 


one  quick  shot. 

Indiana  Medicine:  What  accom- 
plishments of  Dr.  Walter  Daly, 
your  predecessor,  would  you  like 
to  build  on? 

Holden:  During  his  deanship.  Dr. 
Daly  saw  a dramatic  growth  in  the 
research  elements  of  the  school. 
From  the  time  he  took  over  12 
years  ago,  external  peer-reviewed 
research  funding  for  the  school  in- 
creased something  like  $13  million 
to  $90  million,  which  is  truly  dra- 
matic growth.  I think  we  have  seen 
a maturation  of  a research  infra- 
structure which  is  truly  outstand- 
ing. I would  like  to  see  that  contin- 
ued and  solidified  in  the  face  of 
what  I believe  will  be  increasing 
challenges.  I think  research  funds 
will  be  harder  to  obtain  in  the  fu- 
ture. Society  is  looking  for  im- 
proved cost-efficacy  in  health  care, 
education  and  research,  and  the 
medical  school  will  be  under  chal- 
lenge to  enhance  our  efficiencies  in 
all  aspects  of  our  practice. 

Indiana  Medicine:  Why  will  re- 
search funds  be  harder  to  obtain? 

Holden:  One  of  the  reasons  is  that 
health  care  purchasers,  be  it  em- 
ployers or  insurance  companies, 
are  looking  for  more  product  and 
more  cost-efficient  delivery.  They 
want  to  buy  more  and  pay  less,  ba- 
sically, just  like  any  other  con- 
sumer. In  the  past,  we  have  been 
cost-based  in  our  reimbursement. 
Whatever  it  cost,  people  were  will- 
ing to  pay.  Today,  people  are  ask- 
ing us  to  significantly  decrease  our 
cost,  and  there's  not  been  that 
thrust  in  the  past  in  medicine.  If 
someone  was  sick,  the  prevailing 
philosophy  was  let's  give  them  the 
very  best  that  we  can.  We  were  not 


willing  to  accept  any  sort  of  cost 
constraints.  Today,  there's  a global 
societal  belief  that  we  can't  afford 
the  absolute  best  for  everybody 
and  we've  got  to  figure  out  where 
we're  going  to  be  more  cost-effec- 
tive. On  the  other  hand,  we're  not 
willing  to  accept  that  for  our 
mother  and  father  or  our  family, 
and  so  I think  that  is  the  major 
challenge  for  us. 

Indiana  Medicine:  What  are  your 
goals  as  dean? 

Holden:  When  I was  speaking  to 
the  medical  student  council  a 
couple  of  days  ago,  I said  you  are 
the  reason  we're  here.  Medical  stu- 
dents are  the  reason  we  have 
medical  schools.  We  are  interested 
in  promoting  the  highest  quality 
education  for  the  medical  student. 
To  do  that,  you  need  a research 
component,  and  you  need  a robust 
clinical  care  component  or,  in  other 
words,  patient  base.  If  you  don't 
have  those,  you  can't  produce  a 
product  that  is  going  to  provide 
optimal  care  to  the  citizenry  of  In- 
diana today  arid  in  the  future. 
Medical  students  need  to  see  pa- 


tients. They  need  to  see  pertinent 
research  that's  being  done  today 
because  today's  research  is  truly 
tomorrow's  practice.  If  you  don't 
keep  them  on  the  front  edge,  then 
their  education  is  going  to  suffer  in 
comparison  to  other  medical 
schools.  So  it's  really  the  integra- 
tion of  this  totality  of  patient  ser- 
vice, research  and  education  that 
makes  a good  medical  school. 

Indiana  Medicine:  What  are  the 
challenges  facing  the  IU  School  of 
Medicine  and  all  medical  schools? 

Holden:  Funding  is  obviously  the 
major  challenge  for  the  medical 
school  today  and  tomorrow.  If  you 
look  across  the  country,  80%  of 
medical  schools  and  their  allied 
teaching  hospitals  are  in  some  sort 
of  dramatic  change  - integration 
with  for-profits  or  with  other  not- 
for-profit  structures  - such  as 
we're  doing  with  Methodist. 
They're  doing  that  to  maintain  an 
income  sufficient  to  allow  them  to 
shift  costs  associated  with  medical 
education  and  to  be  competitive  in 
the  health  care  marketplace.  If  they 
don't  have  a fairly  large  volume, 
or  if  they  don't  have  endowed 
funds  or  philanthropy,  then  they 
are  really  not  going  to  be  able  to 
survive  in  the  future  in  their  cur- 
rent structure.  We  are  in  a dra- 
matic sea  of  change. 

Indiana  Medicine:  Any  otherchal- 
lenges,  or  is  that  one  so  over- 
whelming that  all  the  others  are 
small  by  comparison? 

Holden:  There's  a challenge  of  be- 
coming more  efficient.  In  the  edu- 
cational sector,  in  the  research  sec- 
tor and  in  the  clinical  care  sector, 
we  must  become  more  cost-effec- 
tive. Therefore  we  must  be  more 
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efficient  with  time  and  materials. 
Traditionally,  most  of  our  services 
are  labor-intensive,  about  50%  per- 
sonal services.  That  component  is 
driven  predominantly  by  people 
and  the  expenses  of  salaries.  I see 
this  impacting  the  areas  of  re- 
search, teaching  and  clinical  ser- 
vices, which  will  all  become  more 
segmented  and  more  specialized, 
so  that  people  can  be  more  effi- 
cient in  what  they  do  because  they 
do  it  more  often  and  more  repeti- 
tively In  the  past,  we've  looked  at 
somebody  who  would  be  a triple 
threat,  that  could  teach  and  could 
do  research  and  do  clinical  service. 
In  the  future,  I think  we'll  see  a 
more  specialized  delivery,  we'll 
see  people  concentrate  more  on 
one  aspect  of  their  role  and  not  try 
to  do  all  three. 

IndianaMedicine:  Who's  goingto 
pull  it  all  together? 

Holden:  Well,  that's  the  dean's 
and  the  clinical  chairman's  job.  We 
can't  forsake  any  one  of  the  three 
missions.  I see  that  to  be  the  ad- 
ministrative role  for  our  leader- 
ship. 

Indiana  Medicine:  What  opportu- 
nities do  you  foresee  for  the  IU 
School  of  Medicine's  Statewide 
Plan  for  Medical  Education? 

Holden:  The  statewide  plan  has 
been  very  successful.  It  has 
brought  together  the  citizenry  of 
Indiana  in  the  acceptance  of  one 
medical  school  for  the  state.  We 
have  proven  that  regional  basic 
science  education  is  able  to  pro- 
duce a quality  product  at  numer- 
ous sites.  In  its  25  years,  each  site 
has  grown  such  that  it's  more  fac- 
ile and  better  integrated  within  its 
parent  college  or  university,  such 


as  Notre  Dame  in  South  Bend.  To- 
day, each  one  of  the  schools  is  ac- 
cepted better  in  its  parent  institu- 
tion than  it's  been  at  any  time.  We 
need  to  be  sure  that  we  markedly 
facilitate  their  ability  to  provide  a 
uniform  education  equal  to  others. 
One  of  the  challenges  for  us  will  be 
to  become  more  communicative.  I 
think  that  faster  transmission  for 
digital  information  and  television 
is  going  to  facilitate  that.  Major 
ATM  [asynchronous  transfer 
mode]  pipes  between  our  hub  and 
each  one  of  the  campuses  will  dra- 
matically promote  our  ability  to 
produce  a more  homogeneous 
product.  The  ability  to  have  mas- 
sive worldwide  digital  data  flow 
on  a very  rapid  basis,  telecommu- 
nication such  as  teleradiology,  e- 
mail  or  interactive  video,  will 
greatly  facilitate  our  ability  to 
reach  out  to  regional  centers. 

Indiana  Medicine:  What  changes 
might  be  made  in  the  curriculum  to 
help  train  physicians  for  the  21st 
century? 

Holden:  I think  society  very  much 
wants  a change.  They  want  outpa- 
tient medicine.  They  want  us  to 


provide  access  close  to  their 
homes.  They  don't  want  to  travel 
to  downtown  Indianapolis  to  see  a 
physician.  We're  going  to  become 
more  ambulatory  in  services  and 
access  to  patients.  We're  going  to 
move  away  from  being  only  a ter- 
tiary care  provider.  Our  students 
need  to  learn  first-hand  with  prac- 
ticing physician  preceptors  in  an 
ambulatory  setting.  We  do  that 
currently  with  our  junior  medical 
students  that  go  out  into  the  state 
and  preceptor  with  family  practi- 
tioners. We'll  see  more  and  more 
of  that  with  a specialty  service  as 
well,  in  pediatrics,  internal  medi- 
cine and  obstetrics  and  gynecology 
on  the  primary  care  front.  Without 
question,  we're  seeing  a change  in 
medical  services  delivery  away 
from  the  hospital  to  ambulatory  of- 
fices where  tertiary  care  can  be 
provided  in  a multi-specialty  as 
well  as  a primary  care  setting. 

You're  going  to  see  us  move 
students  away  from  the  medical 
center  per  se  and  into  a more  re- 
gional sort  of  delivery  environ- 
ment. We  must  educate  students  in 
the  practice  mode  in  which  they're 
going  to  practice  in  the  future,  and 
I believe  the  future  of  medicine  is 
going  to  be  far  more  ambulatory 
than  it's  been  in  the  past. 

Indiana  Medicine:  Would  you  like 
to  make  any  comments  on  the  IU 
Hospitals-Methodist  Hospital 
merger? 

Holden:  I am  very  definitely  a 
supporter  of  the  merger.  I see  the 
merger  allowing  us  an  in-patient 
base  sufficient  for  us  to  train  a 
subspecialist  in  a hospital  setting. 
With  falling  hospital  censuses  and 
decreasing  in-patient  days,  we're 
going  to  see  a dramatic  shift  to  the 
ambulatory.  That  makes  it  much 
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more  difficult  to  have  an  interdis- 
ciplinary patient  population  for  in- 
house  training  of  subspecialists, 
and  if  we  don't  maintain  a large 
hospital  setting,  we'll  lose  our  abil- 
ity to  provide  that  education.  If,  for 
instance,  our  400-bed  adult  hospi- 
tal fell  to  200  beds,  as  is  happening 
in  California,  it  will  make  it  diffi- 
cult to  have  enough  patients  to 
train  subspecialists,  and  specifi- 
cally, it  makes  it  difficult  to  have 
the  consulting  role  that  we  believe 
subspecialists  need  to  produce  a 
high  quality  product  in  an  ex- 
tremely complex  case.  With  the 
consolidation  of  Methodist  and  IU, 
we  believe  that  the  patient  base 
will  be  sufficient  to  maintain  this 
educational  arena.  And  that's  our 
principal  reason  for  wanting  to  do 
this.  Plus,  we'll  be  a more  cost-ef- 
fective health  care  provider. 

Indiana  Medicine:  Would  you  dis- 
cuss the  importance  of  philan- 
thropy to  assure  excellence  in 
teaching,  research  and  advanced 
patient  care  in  these  times  of  fiscal 
constraint? 

Holden:  As  I mentioned  before,  if 
the  clinical  revenues  which  we 
currently  use  to  offset  the  educa- 
tional cost  addition  to  patient  care 
are  not  present,  and  we  can't  cost- 
shift  from  the  research  arena  be- 
cause of  falling  research  funding, 
we  must  turn  somewhere  to  fi- 
nance the  enhanced  costs  of  an 
educational  environment.  We  re- 
ally have  only  two  revenue 
sources:  one,  taxes,  because  of  the 
state  role  that  we  play;  or  two,  phi- 
lanthropy. And  since  the  Indiana 
public  and  the  American  public  in 
general  are  not  tending  towards 
increasing  taxes  at  the  present 
time,  philanthropy  is  really  one  of 


the  major  ways  that  we  see  as  an 
available  escape  for  equalizing  the 
private  sector  versus  an  academic 
sector  cost  for  health  care  training. 
Under  the  leadership  of  Dr.  David 
Smith,  we  have  just  undertaken  a 
major  capital  fund  drive  which  has 
raised  more  than  $150  million  for 
the  medical  school  within  the  past 
three  years.  That's  a truly  remark- 
able amount  and  allows  us  to  en- 
dow financial  support  for  teachers 
and  researchers  and  to  offset  a por- 
tion of  their  salaries.  Thus,  the 
costs  for  teaching  and  research  are 
decreased,  and  this  promotes  the 
retention  of  outstanding  teachers 
and  researchers  in  an  educational 
environment  and  allows  us  to  be 
on  a more  level  playing  field  with 
clinical  care  costs. 

Indiana  Medicine:  Is  philanthropy 
for  medical  schools  a nationwide 
trend? 

Holden:  Yes,  philanthropy  is  be- 
coming much  more  important  and 
certainly  is  much  more  mature  in 
our  institution.  IU  is  becoming  in- 
creasingly well-known  throughout 
the  country  for  the  quality  of  our 
graduates,  and  our  graduates  feel 
proud  of  this  and  are  more  willing 
to  give  to  the  school,  as  are  satis- 
fied patients.  With  excellence 
comes  reward. 

IndianaMedicine:  What  would 
you  like  to  leave  as  a legacy  of 
your  tenure  as  dean? 

Holden:  I would  like  to  see  us  be 
able  to  come  through  these  times 
of  challenge  with  a stronger,  more 
integrated  school,  providing  uni- 
formity in  all  aspects  of  its  mission; 
a teaching  unit  providing  a tighter 
integration  of  the  centers  with  the 


school  through  better  communica- 
tion channels;  a research  structure 
and  patient  care  delivery  services 
that  are  responsive  to  the  demands 
of  a modern  society.  Medical  edu- 
cation has  not  changed  very  much 
in  the  last  50  years.  We've  worked 
on  perfecting  what  we  have  been 
able  to  do.  Society  is  demanding  a 
change,  and  I think  we  must 
change.  The  next  five  years  will  see 
dramatic  change  in  our  educa- 
tional processes  and  it's  my  desire 
to  not  lose  quality  but  enhance 
quality  during  this  change. 

Indiana  Medicine:  Any  other  is- 
sues that  you'd  like  to  share  with 
your  colleagues  at  this  time? 

Holden:  Times  are  changing. 

There  is  anxiety  and  stress,  but  we 
are  looking  forward  to  the  chal- 
lenges. Stressful  times  promote  ac- 
cess to  leadership  and  leadership's 
ability  to  manage,  and  I would 
hope  that  we  can  be  even  stronger 
in  the  future  with  an  outstanding 
school.  □ 

Bob  Carlson  is  a health  care 
writer  based  in  Indianapolis. 
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The  Internet:  Practical 
_uses  for  your  office„_ 


Bob  Carlson 
Indianapolis 

Thanks  to  the  Internet,  you 
can  check  on  the  status  of  a new 
pharmaceutical  at  the  FDA  in 
Washington,  D.C.,  and  a few  sec- 
onds later,  e-mail  a colleague  at 
Austin  Hospital  in  Melbourne, 
Australia,  all  from  the  comfort  of 
your  home  or  office. 

The  Internet  is  a network  of 
millions  of  computers  that  link  us- 
ers from  throughout  the  world. 
Actual  statistics  on  Internet  users 
are  hard  to  come  by  because  the 
numbers  are  increasing  so  rapidly. 
One  thing  is  certain:  tens  of  mil- 
lions are  on-line  and  the  number  is 
growing  by  the  thousands  every 
day. 

In  response,  the  computer  in- 
dustry is  now  coming  out  with  less 
complex,  cheaper  personal  com- 
puters designed  not  to  run  spread- 
sheet or  graphics  software,  but 
simply  to  get  on  the  Net.  For  the 
first  time,  the  Internet  and  infor- 
mation-sharing technology  totally 
dominated  Comdex  '95,  the 
industry's  biggest  trade  show.  The 
personal  computer  used  to  be  an 
information  processing  device. 
Now  it  is  also  becoming  a commu- 
nication tool. 

It's  hard  to  overstate  the 
Internet  phenomenon,  not  only  be- 
cause of  its  unprecedented  growth, 
but  because  it's  all-pervasive  and 
it's  global.  Government  agencies, 
business  entities,  the  military,  aca- 
demic institutions  and  professional 
associations  - from  around  the 
country  and  around  the  world  - 
are  on-line.  You  can  riffle  through 
on-line  versions  of  such  publica- 
tions as  The  Wall  Street  Journal, 


many  American  Medical  Associa- 
tion publications,  the  Journal  of  the 
National  Cancer  Institute,  the  New 
England  Journal  of  Medicine  and  the 
Morbidity  and  Mortality  Weekly  Re- 
port. You  can  access  electronic  bul- 
letin board  systems,  news  groups 
and  listervs  on  every  conceivable 
topic.  You  will  also  find  shopping, 
commerce,  news,  advertising,  en- 
tertainment and  games. 

With  virtually  anybody  and 
everybody  on  the  Net,  subscribers 
now  have  access  to  more  informa- 
tion and  interactive  communica- 
tion than  anyone  wants  or  needs. 
Or,  to  put  it  another  way,  if  the  In- 
dianapolis-based Bob  and  Tom 
morning  radio  program  has  a 
home  page  on  the  Internet,  can  the 
Internet  possibly  be  of  any  practi- 
cal use  to  Indiana  physicians? 

To  find  out,  Indiana  Medicine 
talked  to  five  practicing  Indiana 
physicians  who  have  been  using 
the  Internet.  First,  however,  to  ap- 
preciate their  comments,  advice 
and  caveats,  here's  a brief  intro- 
duction to  the  Internet.  (Also  refer 
to  glossary  on  page  13  and  list  of 
resources  on  page  15.) 

Howdid  itbegin? 

Before  there  was  an  Internet,  there 
was  the  Advanced  Research 
Projects  Administration  network, 
or  ARPANET.  Begun  in  1969, 
ARPANET  linked  the  U.S.  Depart- 
ment of  Defense,  military  contrac- 
tors and  academic  institutions  in- 
volved in  military-funded  re- 
search. It  was  designed  to  with- 
stand nuclear  attack  by  rerouting 
communications  through  surviv- 
ing links.  The  principle  that  every 
terminal  in  ARPANET  could  com- 
municate with  every  other  termi- 
nal is  the  concept  that  evolved  into 


the  Internet. 

The  Internet  is  really  a large 
network  of  smaller  university, 
business,  military  and  science  net- 
works in  the  United  States  and 
other  parts  of  the  globe.  It  consists 
of  LANs  (local  area  networks), 
MANs  (metropolitan  area  net- 
works) and  WANs  (wide  area  net- 
works). Most  personal  computers 
are  connected  to  the  Internet 
through  a university,  through  one 
of  the  major  commercial  on-line 
services  or  through  a local  Internet 
access  provider  (using  ordinary 
telephone  lines  and  modems). 

On-line  service  providers  such 
as  America  Online  or  CompuServe 
are  independent  commercial  enti- 
ties that  market  an  appealing 
menu  of  interactive  computer  ser- 
vices to  subscribers  who  pay  a 
monthly  fee.  Most  of  these  services 
include  Internet  access  as  one  item 
on  their  menus. 

What  can  it  do? 

What  you  can  do  on  the  Internet 
falls  into  three  basic  categories. 
Electronic  mail,  or  e-mail,  is  the 
most  commonly  available  and 
most  frequently  used  Internet  ser- 
vice. E-mail  is  fast,  it  eliminates 
phone  tag,  it  simplifies  documen- 
tation, and  it  lets  your  computer 
do  the  filing.  E-mail  applications 
also  include  electronic  bulletin 
board  services  (BBS),  subscribed 
mailing  lists  and  listservs,  all  of 
which  facilitate  electronic  commu- 
nication ranging  from  gossip  to 
professionals  talking  shop. 

The  second  basic  Internet  ser- 
vice is  remote  log-in  (telnet),  which 
allows  you  to  browse  a remote 
computer.  This  is  the  Internet  ap- 
plication you  would  use  to  access 
the  dermatology  database  at  the 
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University  of  Erlangen  in  Ger- 
many, which  includes  full  color 
images  of  various  skin  conditions. 
At  home  after  dinner,  you  would 
use  remote  log-in  to  browse 
through  "Glasnost,"  an  on-line  ex- 
hibit of  documents  from  the 
former  Soviet  Union  at  the  Library 
of  Congress. 

The  third  basic  service  on  the 
Internet  is  file  transfer  (ftp).  This  is 
the  Internet  application  you  would 
use  to  download  a file  from  an- 
other computer  onto  your  com- 
puter. If  the  file  represents  a sub- 
stantial chunk  of  data,  such  as  a 
full  color  image,  it  may  take  min- 
utes to  download,  depending  on 
the  bandwidth  of  the  transmission 
line  and  the  speed  of  your  modem. 


Internet  glossary 


T he  Internet  has  spawned  a new  language.  Here  are  definitions 
of  some  of  the  terms  used  in  the  accompanying  story: 

bandwidth:  capacity  for  transmitting  digital  data;  expressed  in  bits 
per  second,  as  in  64  Kbps  (64,000  bps)  or  1.54  Mbps  (1,540,000  bps). 

BBS  (Bulletin  Board  System):  a software  program  that  accepts 
connections  and  provides  services  such  as  e-mail,  distributed 
conferencing,  database  access,  file  transfer  and  on-line  chatting. 

CD-ROM  (Compact  Disc-Read  Only  Memory):  digital  compact  disc 
used  to  store  large  collections  of  data,  such  as  reference  materials. 

download:  to  transfer  an  electronic  file  from  one  computer  to  another 
computer's  hard  drive. 


Navigating  the  Net 

An  electronic  database  can  some- 
times be  accessed  in  several  ways, 
some  of  which  bypass  the  Internet. 
If  you  have  an  account  with  the 
National  Library  of  Medicine 
(NLM),  for  example,  you  can 
search  its  7 million  item  Medline 
database  by  dialing  an  800  number 
that  connects  your  computer  di- 
rectly to  the  NLM  computer.  The 
entire  NLM  database  is  also  avail- 
able on  CD-ROM.  If  you  subscribe 
to  CompuServe,  which  provides 
Internet  access,  you  can  access 
Medline  through  Paperchase.  Phy- 
sicians' Online,  sponsored  by 
pharmaceutical  firms  and  man- 
aged care  organizations,  is  acces- 
sible at  no  charge  to  physicians  on 
the  Internet  and  offers  unlimited 
free  Medline  searching. 

Navigating  on  the  Internet  is 
becoming  more  efficient  and  less 
time-consuming,  thanks  in  part  to 
the  World  Wide  Web  (WWW)  and 
navigation  tools  (browsers)  such  as 
Netscape  and  Mosaic.  A subset  of 
the  Internet,  the  WWW  is  a search 
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ftp  (file  transfer  protocol):  a standard  for  sending  files  from  one 
computer  to  another  computer. 

hypertext:  text  in  a computer  document  that  contains  embedded  links 
to  another  document  on  the  World  Wide  Web. 

informatics:  a field  of  study  about  problems  and  issues  in  communi- 
cations and  computer  technology. 

listserv  (listserver):  software  programs  which  manage  computer 
mailing  lists;  also  referred  to  as  discussion  groups. 

modem  (MOdulator/DEModulator):  converts  digital  data  to  analog 
signals  and  vice  versa:  used  to  transmit  digital  data  over  telephone 
lines. 

multimedia:  documents  that  include  data  in  different  forms,  such  as 
text,  sound  and  images. 

Netscape:  popular  Web  browsing  software. 

server:  a computer  that  provides  a service  to  other  computers  in  a 
network. 

Telnet:  a standard  for  accessing  a remote  computer  system. 

WWW  (World  Wide  Web):  growing  part  of  the  Internet  that  uses 
hypertext.  □ 
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system  that  uses  hypertext  to  link 
related  topics.  A mouse-click  on 
hypertext,  which  is  usually  dis- 
played in  blue,  automatically  dis- 
plays one  or  more  new  Web  sites 
related  to  the  topic  in  the  text. 

More  and  more  Web  data  are  also 
available  in  multimedia  form,  in- 
cluding information  in  audio  and 
video  form.  Not  surprisingly,  the 
Web  is  growing  at  warp  speed. 

Some  physicians  already  have 
Internet  access  through  the  hospi- 
tal or  academic  institution  where 
they  work.  Many  more  are  logging 
onto  the  Internet  on  their  own.  As 
many  as  30%  of  all  Internet  users 
may  be  physicians.  In  some  parts 
of  the  country,  physicians  are  al- 
ready using  e-mail  to  renew  pre- 
scriptions, make  referrals,  handle 
questions  about  minor  ailments 
and  communicate  test  results  to 
their  patients. 

Here's  what  some  Indiana 
physicians  are  doing  on  the 
Internet. 

William  Cordell,  M.D. 

Director  of  Emergency  Medicine 
Research  and  Informatics 
Methodist  Hospital 
Indianapolis 

After  the  speed  of  the  Massachu- 
setts Institute  of  Technology 
server,  the  14.4  Kbps  modem  he 
uses  back  home  in  Indiana  was 
somewhat  of  a letdown.  He  was 
spoiled,  says  Dr.  Cordell,  by  his 
first  experience  with  the  Internet 
as  a National  Library  of  Medicine 
Fellow  in  June  of  1994.  Since  then, 
he  has  become  an  enthusiastic  pro- 
ponent of  the  Internet  for  physi- 
cians. He  describes  the  Internet  as 
the  hottest  area  in  information 
technology  right  now  and  says  he 
has  never  seen  anything  proliferate 
as  rapidly. 

Dr.  Cordell  spends  most  of  his 


time  on  the  Internet  doing  research 
in  pain  management  and 
informatics  and  communicating 
with  colleagues  in  the  United 
States  and  other  countries.  He  has 
Internet  access  through  Methodist 
Hospital,  which  is  developing  a 
home  page  on  the  Web,  and  at 
home  through  America  Online  and 
CompuServe.  Dr.  Cordell  con- 
fesses that  he  also  enjoys  just 
browsing  the  Internet,  but  warns 
that  it  can  be  addictive. 

Because  of  severe  time  con- 
straints, consulting  the  Internet  is 
not  yet  practical  for  real-time 
searches  in  the  emergency  depart- 
ment, although  Dr.  Cordell  sees 
that  changing.  He  does  have  his 
computer  running  in  his  office 
next  door,  however,  and  partici- 
pates in  a listserv  on  critical  care 
and  emergency  medicine.  He  also 
uses  the  National  Library  of  Medi- 
cine database,  which  the  Methodist 
Hospital  Library  has  on  a local  net- 
work computer,  accessible  by 
telnet  from  his  office  or  home. 

How  can  the  Internet  help  a 
medical  practice?  His  number  one 
use  is  e-mail.  "You  can  communi- 
cate with  colleagues  rapidly  using 
the  list  servers,  getting  into  spe- 
cialty groups  that  have  common 
interests  and  throwing  questions 
back  and  forth,"  says  Dr.  Cordell. 
He  is  increasingly  using  the  WWW 
to  search  for  grant  opportunities  as 
well  as  researching  clinical  topics. 
He  cautions  that,  except  for  estab- 
lished sources  like  the  NLM,  there 
is  no  guarantee  about  the  reliabil- 
ity of  much  of  the  information  on 
the  Internet. 

His  advice  to  physicians  is 
take  the  Internet  seriously  for  CME 
and  patient  care  and  start  viewing 
computers  as  communication  de- 
vices. He  also  confesses  he  will  be 
thrilled  when  his  15-year  collection 


of  medical  journals  becomes  avail- 
able with  full  text  and  graphics  ei- 
ther on-line  or  on  CD-ROM.  "Then 
maybe  my  office  will  stop  sink- 
ing," he  says. 

Greg  Hindahl,  M.D. 

Partner,  Mount  Pleasant  Family 
Practice 

Co-Director,  Deaconess  Hospital 
Family  Practice  Residency 
Evansville 

Although  he's  been  on  the  Internet 
for  only  three  months.  Dr.  Hindahl 
has  been  using  Physicians'  Online, 
which  can  also  be  accessed  by  dial- 
ing in,  for  over  a year.  Physicians' 
Online  is  sponsored  by  pharma- 
ceutical companies  and  managed 
care  organizations  and  is  free  to 
physicians.  Dr.  Hindahl  especially 
likes  the  fact  that  it  includes  free 
searches  of  the  National  Library  of 
Medicine  Medline  database,  which 
he  has  been  using  a lot.  He  says  he 
finds  information  on  Medline  that 
may  not  appear  in  journals  for 
months.  Recently,  he  was  able  to 
enroll  one  of  his  patients  with  su- 
crase  isomultase  deficiency,  for 
which  there  is  no  medication,  in  a 
study  being  conducted  at  Boston 
Children's  Hospital.  Were  it  not 
for  Medline,  he  says  he  would  not 
have  known  about  the  study. 

Dr.  Hindahl  is  clearly  excited 
by  what  he  is  finding  on  the 
Internet.  There's  an  Emory  Univer- 
sity Web  site  which  offers  access  to 
more  than  2,000  on-line  medical 
journals  and  thousands  of  other 
medical  Web  sites,  including  the 
National  Institutes  of  Health,  the 
Centers  for  Disease  Control  and 
Prevention  and  the  World  Health 
Organization.  He  says  it  took  him 
less  than  a minute  on  the  Internet 
to  get  the  CDC's  current  immuni- 
zation policies  for  his  residents  at 
Deaconess  Hospital.  He  found  a 
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variety  of  patient  educational  ma- 
terials prepared  by  the  American 
Academy  of  Family  Physicians 
that  can  be  downloaded,  printed 
and  used  by  physicians  at  no 
charge.  He  also  came  across  a fo- 
rum in  which  several  physicians 
discussed  the  relative  merits  of 
various  practice  management  soft- 
ware programs. 

"It's  a lot  of  fun,"  says  Dr. 
Hindahl,  "but  probably  the  best 
thing  about  the  Internet  is  that  it 
gives  you  access  to  almost  any- 
thing you  need  to  know  within  a 

reaction  or  whether  it  was  some-  through  CompuServe.  He  started 

thing  else.  By  accessing  the  Na-  using  Medline  through 

tional  Library  of  Medicine,  he  was  CompuServe  in  the  mid-1980s  and 

able  to  quickly  sort  through  a lot  of  also  uses  the  NLM's  Grateful  Med 

articles  on  eosinophilia,  a lot  faster,  search  program, 

he  recalls,  than  trying  to  find  text-  With  a computer  and  access  to 

books  in  the  library  and  going  electronic  databases,  it  often  takes 

through  the  indexes.  He  says  it  only  minutes  to  answer  a patient's 

was  probably  eosinophilic  leuke-  question  and  stay  current  on  phar- 

mia,  and  was  ultimately  fatal.  maceutical  products.  Dr.  Judy  re- 

For  that  search,  Dr.  Judy  says  members  a patient  who  brought  in 

he  used  Paper  Chase,  a search  pro-  a bottle  of  pills  neither  he  nor  his 

gram  developed  at  Beth  Israel  pharmacist  recognized.  He  went  to 

Hospital  in  Boston  and  accessible  his  computer  and,  using  Paper 

few  minutes." 

A A 

Some  clinical  Web  sites  are 

For  more  information 

limited  only  to  physicians,  but 

most  are  accessible  to  anyone  on 

Internet  Service  Providers  (ISPs) 

the  Internet.  Dr.  Hindahl  believes 

There  are  dozens  of  ISPs  in  Indiana,  with  more  popping  up  every 

the  dangers  of  patients  trying  to 

week,  that  service  one  or  more  area  codes.  For  a comprehensive  listing 

diagnose  themselves  are  far  out- 

of  ISPs  in  your  area,  call  Dean  Riddlebarger,  general  manager  of 

weighed  by  the  benefits  of  edu- 

IQuest  Internet,  an  ISP  in  Indianapolis,  at  (317)  259-5050,  ext.  1.  He  also 

cated  patients.  He  says  several  of 

has  some  useful  caveats  about  Internet  access  for  medical  offices. 

his  patients  with  Internet  access 

have  educated  him,  like  the 

Online  service  providers 

woman  who  told  him  about  an  ex- 

America  Online  (AOL):  1-800-227-6364 

perimental  drug  for  severe  MS. 

AT&T  Easy  Link:  1-800-242-6005 

"I  would  say  after  a little  bit  of 

CompuServe:  1-800-848-8199 

experience,  it's  very  easy  to  use," 

Delphi:  1-800-544-4005 

says  Dr.  Hindahl.  "I  can  see  where 

GEnie:  1-800-638-9636 

the  things  I'm  getting  from  the 

Med  World:  1-800-633-9532 

Internet  are  going  to  allow  me  to 

MCIMail:  1-800-444-6245 

take  better  care  of  my  patients. 

Physicians'  Online:  1-800-332-0009 

There's  also  a tremendous  amount 

Prodigy:  1-800-776-3449 

of  research,  and  I'm  going  to  be 

able  to  use  that  with  our  residents 

Books 

because  I'm  the  faculty  member  of 

• The  Internet  for  Dummies  by  John  R.  Levine  and  Carol  Baroudi  (IDG 

our  research  committee." 

Books,  $19.99).  If  the  title  strikes  a chord,  this  could  be  a good 

choice. 

Lawrence  Judy,  M.D. 

• The  Online  User's  Encyclopedia:  Bulletin  Boards  and  Beyond,  by 

Internal  medicine 

Bernard  Aboba  (Addison-Wesley  Publishing  Co.,  $32.95).  Encyclo- 

Welborn  Clinic 

pedic  but  readable,  with  a Quickstart  section. 

Evansville 

• Physicians'  Guide  to  the  Internet  by  Lee  Hancock  (Lippincott-Raven, 

When  he  has  tough  questions.  Dr. 

$29.95).  Basic  information  and  a list  of  medical  resources  on  the 

Judy  goes  to  his  computer. 

Internet. 

He  cites  the  example  of  a pa- 

• The  Whole  Internet  User's  Guide  & Catalog  by  Ed  Krol  (O'Reilly  & 

tient  with  a high  eosinophil  count 

Associates  Inc.,  $24.95).  Endorsements  by  lots  of  important  people. 

and  a skin  rash.  It  wasn't  clear 

Comprehensive.  □ 

whether  she  was  having  an  allergic 
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Chase,  found  three  articles  that 
confirmed  the  efficacy  of  the  medi- 
cation. In  less  than  10  minutes,  he 
was  able  to  recommend  the  pills  to 
his  patient  and  send  him  on  his 
way. 

Dr.  Judy  also  accesses  the 
American  Informatics  Associa- 
tion's forum  and  the  American 
College  of  Physicians  ACP  Online 
through  CompuServe.  Like  Dr. 
Hindahl,  he  dials  up  Physicians' 
Online. 

"I'm  curious  and  I find  it  very 
satisfying  to  be  able  to  deal  with 
computers  as  part  of  daily  life,"  he 
says.  "I  think  most  physicians  are 
generally  curious  people.  They're 
certainly  capable  of  taking  on  in- 
tellectually challenging  topics.  Just 
to  become  a physician  requires  a 
good  deal  of  intellectual  effort,  and 
I don't  think  there's  anything 
about  computers  that  physicians 
couldn't  handle.  For  some  people 
it  may  be  new,  but  they  can  learn  if 
they  can  see  how  it  benefits  them." 

James  Krueger,  M.D. 

Internal  medicine 
Welborn  Clinic 
Evansville 

When  he  began  to  explore  the 
Internet  almost  two  years  ago,  Dr. 
Krueger's  goal  was  to  find  out 
whether  it  was  useful  to  physi- 
cians on  a daily  basis,  so  useful 
that  they  would  prefer  it  to  CD- 
ROMs  or  the  library. 

Although  he  sees  medical  in- 
formation becoming  more  orga- 
nized on  the  Internet,  in  general, 
he  does  not  consider  it  useful  to 
physicians  on  a daily  basis  at  this 
time.  Still  too  much  chaff  and  not 
enough  wheat,  he  says.  Rather,  he 
recommends  a few  good  Web  sites 
- Yahoo,  Oregon  Health  Sciences 
University's  Cliniweb,  Healthnet 
from  Canada  - and  e-mail.  He  also 


likes  the  NLM  and  ACP  Online  on 
CompuServe  and  the  listservs 
MMatrix-L  and  HMatrix-L  on  the 
Internet.  For  accessing  images,  he 
prefers  CD-ROMs  because  of  the 
slow  image  access  time  over  the 
wire. 

Dr.  Krueger  spends  seven  to 
10  hours  a week  on-line  and  re- 
searches specific  patient  conditions 
daily  in  the  NLM,  which  he  con- 
siders of  absolute  and  immediate 
use  to  all  physicians.  He  recom- 
mends that,  as  a first  step  to  ex- 
ploring the  benefits  of  accessing 
medical  information  electronically, 
physicians  open  an  account  with 
the  National  Library  of  Medicine 
and  get  a copy  of  Grateful  Med 
software.  Second,  physicians 
should  investigate  the  capabilities 
of  the  major  on-line  services.  And 
finally,  physicians  can  use  a 
browser  to  explore  the  World 
Wide  Web  where,  he  says,  they 
will  discover  things,  not  necessar- 
ily extract  them. 

"Medicine  is  no  longer  about 
memorization,"  says  Dr.  Krueger. 
"1  think  we  have  come  to  a more 
mature  understanding  of  the 
spread  and  use  of  knowledge.  It 
shouldn't  be  considered  intellec- 
tual failure  to  say  I don't  know,  I 
need  to  go  check  my  resources. 

The  wise  person  is  the  one  that 
knows  where  to  find  the  informa- 
tion, not  necessarily  one  who  has 
memorized  all  the  information.  It 
is  incumbent  upon  us  if  we  are  go- 
ing to  properly  care  for  people  in 
an  increasingly  complex  medical 
world  to  present  the  information 
to  ourselves  and  our  colleagues  in 
the  most  readily  accessible  format 
possible.  We  have  to  act  as  the  hu- 
man interface  between  the  person 
with  the  illness  and  the  knowledge 
needed  to  treat  them." 


Ram  Ravindran,  M.D. 

Director  of  OB  Anesthesia, 
Wishard  Memorial  Hospital 
Indianapolis 

Dr.  Ravindran  admits  he  is  an 
Internet  nut.  It's  his  hobby,  what 
he  does  to  relax,  usually  for  two  to 
three  hours  a day.  The  more  you 
search,  the  more  you  find,  he  says, 
and  warns  that  it's  easy  to  get 
hooked. 

He  has  been  on  the  Internet  for 
two  years  and  uses  it  primarily  to 
stay  in  touch  with  colleagues,  to 
make  new  contacts  and  to  corre- 
spond with  anesthesiology  journal 
editors  via  e-mail.  He  points  out 
that  e-mail  is  the  most  frequently 
used  Internet  application  by  physi- 
cians. 

To  illustrate  this  point.  Dr. 
Ravindran  says  he  recently  pre- 
sented a case  of  a patient  with  low 
hemoglobin  to  his  anesthesiology 
discussion  group.  Within  a few 
days,  several  members  of  the  dis- 
cussion group  responded,  explain- 
ing how  they  successfully  adminis- 
tered anesthesia  to  patients  with  a 
similar  condition. 

For  Dr.  Ravindran,  the  biggest 
impact  of  the  Internet  will  be  to 
make  research  and  other  informa- 
tion available  to  physicians  on-line 
months  before  they  would  receive 
the  printed  journals.  As  a result, 
new  therapies  can  be  implemented 
sooner  and  problems  with  existing 
procedures  can  be  addressed  im- 
mediately. 

He  acknowledges  that  the 
Internet  can  be  confusing,  but  says 
it  is  becoming  more  and  more  or- 
ganized, and  clinical  information  is 
easier  to  find.  Anesthesiology  de- 
partments, including  IU's,  are  es- 
tablishing their  own  home  pages 
on  the  Web,  and  more  and  more 
CME  is  being  offered  on  the 
Internet. 
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"It's  really  a treasure  house," 
says  Dr.  Ravindran.  "If  you  don't 
get  involved  in  the  Internet,  you 
are  missing  a lot.  You  can  find  in- 
formation about  a variety  of  clini- 
cal problems  from  all  over  the 
world.  You  can  build  contacts  with 
other  physicians,  all  from  the  com- 
fort of  your  home.  I'm  convinced 
that  in  the  future,  we  will  have  ac- 
cess to  more  useful  information 
and  we  will  spend  less  time  look- 
ing for  it  than  we  do  now." 

How  to  get  started 

All  you  need  to  get  on  the  Internet 
is  a personal  computer,  a modem. 


some  software  and  a telephone 
line.  The  cost  of  establishing  and 
maintaining  basic  Internet  access  is 
relatively  modest.  Twenty  dollars 
can  buy  you  as  many  as  200  hours 
on-line  per  month. 

Yes,  the  whole  Internet  thing 
can  be  intimidating,  what  with  the 
initiated  chortling  about  things 
like  getting  "flamed"  for 
"spamming"  on  a listserv.  But 
don't  let  the  jargon  put  you  off. 
Most  people  surfing  the  Internet 
are  still  pretty  new  at  it  themselves 
and  don't  mind  helping  novices. 
Besides,  there  are  lots  of  resources 
(see  "For  more  information"  on 


page  15)  to  help  you  get  started. 
For  physicians,  one  of  the  best  re- 
sources may  be  someone,  perhaps 
even  another  physician,  who's  al- 
ready taken  the  plunge. 

"If  a doctor  wants  to  get 
started  in  computing,"  advises  Dr. 
Judy,  "find  someone  who's  al- 
ready relatively  familiar  and  use 
them  as  your  guide  and  local  ex- 
pert. Appeal  to  someone's  intrinsic 
desire  to  be  helpful  or  to  show  off 
or  be  an  expert  or  power  user,  and 
then  let  them  be  helpful."  □ 

Bob  Carlson  is  a health  care 
writer  based  in  Indianapolis. 
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Indiana  court  enforces 
„lany  willing  provider^ 


Paul  R.  Black 
Brian  K.  Peters 
Indianapolis 

IV^Ianaged  care.  The  variety 
of  HMOs,  PPOs,  PSNs,  IDNs  and 
so  on  dominate  the  discussion  of 
health  care  delivery  in  the  '90s. 
Insurers,  employers,  provider 
groups  and  other  interested  parties 
are  negotiating  varying  arrange- 
ments in  hopes  of  putting  together 
competitive  and  cost-effective 
networks.  Providers  are  so  align- 
ing themselves  because  payers 
prefer  to  contract  with  networks 
that  can  provide  a complete 
package  of  health  services  at 
competitive  rates. 

However,  competition  engen- 
ders provider  exclusion.  Network 
organizations  use  exclusion  as  a 
tool  of  network  efficiency.  Net- 
work managers  assert  that  net- 
works reduce  costs  and  improve 
services  by  fostering  competition 
between  providers.  They  argue 
that  network  providers  can  reduce 
fees  because  limiting  the  panel  of 
providers  assures  the  panel  access 
to  a sufficient  volume  of  patients 
to  warrant  the  fee  reduction. 
Further,  many  providers  bargain 
for  network  participation  to 
exclude  their  competitors  from 
access  to  a particular  payer. 

Provider  exclusion  and 
'any  willing  provider'  laws 

So,  are  there  any  limitations  on  the 
ability  of  networks  to  exclude  a 
single  provider  or  group  of 
providers,  or  even  another  inter- 
mediary network  of  providers? 

The  answer  is  a qualified  yes. 
Policies  limiting  exclusion  largely 


are  rooted  in  state  and  federal 
antitrust  laws,  and  in  state  "any 
willing  provider"  laws.  However, 
the  antitrust  laws  have  not  yet 
become  a lightning  rod  for  debate 
although  they  certainly  have  that 
potential.  At  least  currently,  the 
formation  and  organization  of 
managed  care  networks  are  being 
analyzed  by  courts  and  enforce- 
ment agencies  under  antitrust  laws 
based  on  what  is  referred  to  as  the 
"rule  of  reason."  This  essentially 
means  that  any  "reasonable"  basis 
for  the  way  in  which  a network  is 
organized  (and  its  exclusion  of 
certain  providers)  may  prevent  it 
from  being  attacked  as  in  violation 
of  antitrust  laws. 

Indeed,  at  this  writing,  the 
Medicare  Preservation  Act  of  1995, 
as  passed  by  the  House,  provides 
that  the  conduct  of  a provider 
service  network  (or  of  any  member 
of  the  network)  in  negotiating, 
making  or  performing  a contract, 
including  the  establishment  of  a 
fee  schedule  and  the  development 
of  a panel  of  physicians,  for  the 
purpose  of  providing  health 
services  under  the  terms  of  a 
Medicare  Plus  PSO  contract,  will 
be  judged  under  the  rule  of  reason 
and  will  not  be  deemed  illegal  per 
se. 

As  a result,  the  focus  with 
respect  to  government  regulation 
of  provider  exclusion  from  net- 
works may  rest,  at  least  for  the 
short  term,  with  state  "any  willing 
provider"  laws  and  similar  legisla- 
tion. These  laws  forbidding 
exclusion  are  further  evolving  as 
the  result  of  ongoing  lobbying 
efforts  of  the  various  interested 
parties  at  state  and  national  levels. 
Around  the  country,  many  vari- 


ants of  the  "any  willing  provider" 
laws  are  being  legislatively  pro- 
posed by  providers.  These  include 
due  process  laws,  which  would 
require  managed  care  networks  to 
grant  a hearing  to  a provider 
excluded  from  participation,  and 
essential  community  service  laws 
that  would  identify  providers 
deemed  "essential"  to  the  commu- 
nity and  require  their  inclusion  in 
the  network.  Other  legislation 
advancing  notions  of  patient 
protection,  mandated  point  of 
service  and  freedom  of  choice  are 
being  discussed. 

Most  of  these  laws  are  written 
against  networks  sponsored  by 
insurance  companies  as  opposed 
to  networks  sponsored  by  other 
providers.  For  example,  Indiana's 
law  was  drafted  as  a statute 
regulating  the  insurance  industry, 
and  so  applies  only  to  insurance 
companies  authorized  to  issue 
policies  that  provide  reimburse- 
ment for  expenses  of  health  care 
services.  Not  surprisingly,  the 
insurance  industry  refers  to  such 
laws  as  anti-managed  care  and  has 
indicated  it  intends  to  lobby 
heavily  against  them  at  both  the 
state  and  local  levels.  The  Health 
Insurance  Association  of  America 
has  identified  "any  willing  pro- 
vider" laws  as  one  of  its  primary 
legislative  concerns  for  1996. 

On  the  other  hand,  the  pro- 
vider community,  including  the 
American  Medical  Association,  has 
strongly  supported  "any  willing 
provider"  legislation  and  will 
iikely  continue  to  do  so  because 
such  laws  still  benefit  most  provid- 
ers. However,  as  provider-spon- 
sored networks  subject  themselves 
to  capitation  and  take  on  risk,  their 
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ability  to  distinguish  themselves 
from  insurer-sponsored  networks 
for  purposes  of  this  and  other  laws 
may  lessen.  Undoubtedly,  for  this 
reason,  at  this  writing,  the  Medi- 
care Preservation  Act  of  1995  as 
passed  by  the  House  contains 
provisions  that  would  exempt 
provider-sponsored  organizations 
(PSOs)  from  "any  willing  pro- 
vider" laws  as  well  as  from  state 
insurance  and  HMO  regulations 
that  might  prevent  a PSO  from 
operating  as  contemplated  by 
Congress.  Under  this  Medicare 
reform  legislation,  a PSO  includes 
a group  of  affiliated  providers  who 
are  sufficiently  clinically  and 
financially 
integrated  as  to 
be  able  to 
assume  full  risk 
and  to  provide 
a complete 
minimum 
Medicare 
benefit  pack- 
age. 

Networks 
may  have  other 
means  of 
exemption  from 
"any  willing  provider"  laws.  For 
example,  a recent  federal  court 
decision  from  Texas  declared  on 
behalf  of  insurance-sponsored 
networks  that  the  Federal  Employ- 
ment Retirement  Income  Security 
Act  of  1974  (ERISA)  preempted  the 
application  of  a state  "any  willing 
provider"  statute  to  the  extent  that 
the  networks  contracted  with  self- 
insured  employers.  Yet  other 
interested  groups,  including  last 
year's  universal  coverage  propo- 
nents, are  lobbying  Congress  to 
limit  the  effect  of  ERISA  preemp- 
tion on  state  laws  so  that  states  can 
regulate  the  health  benefit  plans  of 
such  self-insured  employers. 


All  of  this  means  that  one  of 
the  more  clearly  defined  battle 
lines  over  further  development  of 
managed  care  networks  is  the 
extent  of  a network's  ability  to 
exclude  certain  providers  from 
participation.  Accordingly,  provid- 
ers who  are  or  who  would  be 
network  participants  should  stay 
abreast  of  these  legal  develop- 
ments, since  their  bargaining 
position  ebbs  and  flows  with  them. 

Recent  Indiana  development 

In  Indiana,  one  such  significant 
new  development  involving 
Indiana's  "any  willing  provider" 
law  about  which  all  Indiana 


providers  should  be  aware  oc- 
curred this  summer.  An  Indiana 
trial  court  issued  an  injunction 
enforcing  Indiana's  "any  willing 
provider"  statute  and  requiring  the 
Associated  Insurance  Companies, 
Inc.  (Associated)  and  Anthem 
Benefit  Services,  Inc.  (Anthem)  to 
readmit  a physician  who  previ- 
ously had  been  terminated  from 
preferred  provider  networks 
operated  by  Associated  and 
Anthem. 

This  case  arose  from  network 
agreements  entered  into  between  a 
physician  and  Associated  and 
Anthem  that  gave  the  companies 
the  right  to  terminate  the  physician 


from  participation  in  the  networks 
with  or  without  cause.  After  a 
billing  dispute  arose  between  the 
companies  and  the  physician, 
Associated  and  Anthem  exercised 
their  rights  under  the  agreements 
to  terminate  the  physician  without 
cause.  In  response,  the  physician 
asked  to  rejoin  the  networks 
effective  as  of  the  date  of  the 
attempted  termination,  pursuant 
to  the  Indiana  Preferred  Provider 
Organization  Act,  Indiana  Code 
27-8-11-1  through  27-8-11-5, 
(particularly,  the  "any  willing 
provider"  statute,  Indiana  Code 
27-8-11-3). 

Indiana's  "any  willing  pro- 
vider" statute 
provides  that 
before  entering 
into  a preferred 
provider  agree- 
ment, an  insurer 
must  establish 
terms  and  condi- 
tions of  participa- 
tion in  the  net- 
work, and  these 
terms  and  condi- 
tions may  not 
discriminate 
unreasonably  against  or  among 
providers.  It  further  provides  that 
any  provider  willing  to  meet  the 
established  terms  and  conditions 
must  be  allowed  to  enter  into  an 
agreement  with  the  insurer.  The 
statute  covers  hospitals,  physi- 
cians, pharmacists,  dentists, 
podiatrists,  optometrists,  osteo- 
paths, chiropractors  and  health 
service  providers  in  psychology. 

The  physician,  whose  practice 
depended  significantly  upon  the 
referrals  generated  by  the  network 
agreements,  represented  that  he 
was  willing  to  meet  the  terms  and 
conditions  of  the  network  con- 
tracts and  formally  asked  to  obtain 


Indiana’s  any  willing  provider  statute  provides 
that  before  entering  into  a preferred  provider 
agreement,  an  insurer  must  establish  terms  and 
conditions  of  participation  in  the  network,  and 
these  terms  and  conditions  may  not  discriminate 
unreasonably  against  or  among  providers. 
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copies  of  the  terms  and  conditions. 
Associated  and  Anthem  replied 
that  the  terms  and  conditions  of 
their  network  agreements  were 
proprietary  and  could  not  be 
disclosed,  except  that  one  of  the 
terms  and  conditions  (previously 
undisclosed  to  the  provider)  was 
that  "an  application  of  a provider 
may  be  rejected  (when)  ...  the 
provider  has  been  terminated  by 
the  network(s)  within  the  previous 
36  months." 

Before  the  effective  date  of  the 
termination,  the  physician  brought 
suit  against  Associated  and 
Anthem,  alleging  a violation  of  the 
"any  willing  provider"  statute  and 
asking  for  an  injunction  requiring 
immediate  reinstatement  to  the 
networks.  The  physician  argued 
that  a 36-month  waiting  period 
was  illegal  since  the  contract 
permitted  termination  without 
cause.  Together,  the  two  provi- 
sions effectively  nullified  the  "any 
willing  provider"  statute  because 
they  allowed  the  insurers  to  enter 
into  agreements  with  any  pro- 
vider, and  then  terminate  the 
provider  without  cause,  thereby 
excluding  the  provider  from 
network  participation  for  at  least 
three  years.  Associated  and 
Anthem  countered  that  the  36- 
month  waiting  period  and  the 
"without  cause"  termination 
provisions  applied  to  all  other 
physicians  participating  or  apply- 
ing to  participate  in  the  networks 
and  therefore  should  be  upheld. 

The  court  agreed  with  the 
physician  and  concluded  that 
Associated  and  Anthem's  refusal 
to  readmit  the  physician  was  a 


potential  violation  of  the  "any 
willing  provider"  statute.  As  a 
result,  the  court  entered  a prelimi- 
nary injunction  requiring  Associ- 
ated and  Anthem  to  allow  the 
physician  to  remain  in  its  networks 
pending  a final  determination  on 
the  merits  of  the  case. 

Although  they  had  the  right  to 
do  so,  Associated  and  Anthem  did 
not  appeal  the  preliminary  injunc- 
tion. What  is  not  clear  is  whether 
they  will  seek  to  change  the  "any 
willing  provider"  statute,  which 
was  the  basis  for  this  decision,  in 
the  Indiana  General  Assembly. 

This  appears  to  be  the  first 
court  decision  anywhere  in  the 
United  States  enforcing  "any 
willing  provider"  law  against  axa 
insurer  sponsored  network.  While 
some  previous  decisions  in  other 
states  have  held  such  laws  effec- 
tive, no  other  court  has  actually 
required  an  insurer  to  admit,  or 
retain,  a provider  in  its  network. 

The  full  impact  of  this  decision 
remains  to  be  seen,  but  for  the  time 
being  it  certainly  gives  providers 
in  Indiana  a strong  argument  that 
they  cannot  be  excluded  from 
managed  care  networks  at  the 
desire  of  the  network.  The  combi- 
nation of  a network  contract  that 
gives  the  insurance  company 
termination  rights  for  no  reason, 
together  with  terms  and  conditions 
of  participation  that  prevent 
providers  previously  terminated 
from  reapplying  for  any  period  of 
time,  is  contrary  to  Indiana's  "any 
willing  provider"  law  according  to 
this  court. 

There  are  limitations  to  the 
decision  and  the  "any  willing 


provider"  law.  Indeed,  Anthem, 
which  acts  essentially  as  an 
administrator  of  benefit  plans, 
argued  that  it  was  not  an  insurance 
company  and  so  was  not  subject  to 
Indiana's  "any  willing  provider" 
law.  While  the  court  has  not  yet 
ruled  on  this  argument,  this 
limitation  probably  means,  for 
instance,  that  provider  sponsored 
networks  are  not  subject  to 
Indiana's  law  so  long  as  they  are 
not  organized  and  regulated  as 
insurance  companies  providing 
reimbursement  for  services. 

As  health  care  delivery 
systems  continue  to  develop  and 
evolve  at  an  ever-increasing  rate, 
all  that  can  be  said  for  certain 
about  "any  willing  provider"  laws 
and  their  variants  is  that  they  will 
be  the  focus  of  debate  over  govern- 
ment regulation  of  the  relationship 
between  managed  care  networks 
and  providers.  Many  providers 
view  them  as  an  essential  source  of 
protection  from  unilateral  deci- 
sion-making by  the  networks,  and 
insurers  and  insurer-sponsored 
networks  view  them  as  inimical  to 
their  ability  to  establish  cost- 
effective  delivery  systems.  As  a 
result  of  the  "any  willing  pro- 
vider" law  and  the  willingness  of 
an  Indiana  trial  court  to  enforce  it 
against  insurance  companies, 
providers  appear  to  have  the 
upper  hand  in  Indiana,  at  least  for 
now.  □ 

The  authors  are  attorneys  with 
the  law  firm  of  McH  ale,  Cook  & 

Welch  in  Indianapolis,  practicing  in 
the  area  of  health  care  law  and 
litigation. 
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Seven  ways  to  avoid 
frivolous  malpractice  claims 


John  Muller 
Indianapolis 

As  an  attorney  who  repre- 
sents plaintiffs  in  medical  malprac- 
tice claims,  I often  hear  valid 
complaints  from  my  physician 
friends  about  "frivolous  malprac- 
tice claims."  Frivolous  claims  take 
up  valuable  time  in  non-produc- 
tive meetings  with  attorneys, 
depositions,  etc.,  and  they  compli- 
cate applications  for  hospital 
privileges  and  professional  liabil- 
ity insurance.  Even  a favorable 
outcome  does  not  compensate  for 
the  emotional  turmoil  and  incon- 
venience that  goes  with  litigation. 

In  a sense,  American  medicine 
is  a victim  of  its  own  good  press. 
Much  frivolous  litigation  is 
attributable  to  what  1 call  the 
"miracle  or  malpractice"  syn- 
drome. Patients  read  about  as- 
tounding medical  advances  where 
limbs  are  reattached,  organs  are 
transplanted,  heart  vessels  by- 
passed and  cancers  cured.  The 
public  ends  up  believing  that 
doctors  really  can  perform 
miracles,  and,  of  course,  patients 
want  miracles.  Anyone  with  a 
serious  medical  problem  wants  to 
believe  that  there  is  a safe  and 
reliable  treatment  for  the  problem. 
That  is  only  human  nature.  When 
a patient  has  a result  that  is  less 
than  a miracle,  the  patient  some- 
times concludes  that  it  must  have 
been  malpractice. 

Here  are  seven  points  to  help 
physicians  avoid  frivolous  mal- 
practice claims: 

1.  Maintain  good  personal  rela- 
tionships with  your  patients. 

There  is  no  question  that  physi- 


cians who  have  good  personal 
relationships  with  their  patients 
have  fewer  overall  claims  and 
certainly  fewer  frivolous  claims. 
Patients  who  like  their  physicians 
are  less  likely  to  sue  them. 

The  changes  in  medicine 
though  are  making  personal 
relationships  with  patients  more 
difficult.  With  increased  specializa- 
tion and  compartmentalization  of 
medicine  - not  to  mention  the 
economic  pressures  - physicians 
see  more  patients,  each  for  a 
shorter  period  of  time.  The  physi- 
cian has  less  time  to  develop  the 
personal  relationship  that  used  to 
exist  between  doctor  and  patient. 
However,  a few  extra  minutes 
with  a patient,  and  a note  in  the 
chart  about  the  patient's  personal 
interests,  can  do  wonders  for  a 
relationship  and  may,  in  the  long 
run,  be  worth  the  time  invested. 

2.  Be  aware  of  the  difficulty  in 
communicating  with  patients. 

Patients  often  have  a very  poor 
understanding  of  their  medical 
condition  and  their  treatment, 
even  when  the- medical  issues  have 
been  thoroughly  explained  by  the 
physician. 

Physician-patient  conversa- 
tions about  medical  procedures 
and  risks  are  an  especially  difficult 
communication  setting.  Patients 
are  usually  nervous  when  talking 
to  their  doctor.  They  khow  the 
doctor  is  busy,  and  they  suspect 
that  he  or  she  does  not  have  time 
to  deal  with  their  questions.  If  their 
medical  condition  is  serious,  the 
patients  are  likely  to  be  anxious, 
distracted  and  reluctant  to  ask 
questions.  Often,  they  simply  do 
not  know  what  questions  to  ask. 
Furthermore,  the  patient  is  often 


hearing  from  the  physician  compli- 
cated, technical  information  that 
may  involve  complex  risk  analy- 
ses. 

Given  the  circumstances,  it  is 
not  surprising  that  many  patients 
who  have  major  procedures 
understand  very  little  of  their 
medical  situation  and  the  risks 
associated  with  them.  If  there  is  a 
bad  outcome,  this  lack  of  under- 
standing can  lead  to  unwarranted 
malpractice  claims.  When  talking 
to  patients,  be  conscious  of  the 
difficulty  that  the  patient  may 
have  in  understanding  what  you 
are  trying  to  communicate. 

3.  Give  the  patient  information 
about  the  patient's  condition  and 
treatment. 

if  you  routinely  treat  a particular 
condition  or  do  a procedure, 
consider  giving  the  patient  written 
information  about  that  condition 
or  procedure.  Many  of  the  drug 
companies  and  appliance  manu- 
facturers have  excellent  pam- 
phlets, clearly  written  in  layman's 
terms,  that  give  a good  overview 
of  particular  conditions.  In  addi- 
tion, there  are  commercial  video 
tapes  on  various  medical  prob- 
lems. 

One  company  is  developing  an 
interactive  CD-ROM  to  be  used  for 
informed  consent.  Using  a per- 
sonal computer,  the  ROM  explains 
the  medical  procedure  and  has  the 
patient  answer  questions  that 
establish  the  patient's  understand- 
ing of  the  procedure  and  the  risks 
of  the  procedure.  If  these  materials 
are  not  available  on  your  proce- 
dures, consider  writing  your  own 
short  summary. 

Patients  want  medical  infor- 
mation and  especially  appreciate 
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material  that  they  can  take  home 
and  review.  They  can  show  it  to 
their  spouse  or  other  family 
members  and  discuss  it  at  length. 
The  more  the  patient  understands 
about  his  medical  condition  and 
treatment,  the  less  the  chances  of 
an  unwarranted  claim. 

4.  Place  the  risk  of  a procedure 
where  it  belongs,  with  the  patient. 

An  important  corollary  to  provid- 
ing information  about  a patient's 
medical  treatment  is  to  make 
certain  that  the  patient  under- 
stands the  risks  associated  with  the 
treatment.  It  is  the  patient  who  has 
the  medical  condition,  and  the 
risks  associated  with  that  condi- 
tion should  be  with  the  patient,  not 
the  doctor.  It  is  important  that  the 
patient  understands  and  accepts 
those  risks. 

This  may  run  counter  to  your 
natural  instinct.  When  confronted 
with  a nervous  and  apprehensive 
patient,  the  inclination  is  to 
reassure  the  patient.  “Don't  worry. 
I do  this  procedure  all  the  time, 
and  there  are  rarely  any  complica- 
tions. Everything  is  going  to  be 
fine." 

This  will  be  reassuring,  but  it 
feeds  the  patient's  belief  that  there 
are  no  risks  with  the  procedure, 
and  the  patient  may  end  up  with 
unrealistic  expectations.  If  the 
results  of  the  procedure  are 
favorable,  this  is  no  problem. 
However,  if  there  is  an  unfavor- 
able outcome,  the  patient  is  likely 
to  conclude  that  the  unfavorable 
outcome  was  a result  of  substan- 
dard treatment. 

It  is  important,  but  often 
difficult,  to  make  patients  under- 
stand and  accept  the  risks  inherent 
in  their  condition  and  treatment. 

5.  Respond  promptly  to  requests 


for  information  and  medical 
records. 

It  is  important  to  respond 
promptly  and  fully  to  requests  for 
medical  records.  There  is  a surpris- 
ing level  of  suspicion,  if  not 
outright  paranoia,  when  a patient 
is  considering  malpractice  litiga- 
tion. Whether  it  is  warranted  or 
not,  the  public  is  generally  cynical 
about  the  integrity  of  medical 
records  in  the  context  of  malprac- 
tice litigation.  Patients  may  view 
any  hesitation  or  equivocation 
about  turning  over  medical 
records  as  confirmation  that  an 
underlying  problem  is  being 
concealed. 

The  same  considerations  apply 
to  changes  in  the  records.  Patients 
and  juries  view  any  attempt  to 
alter  records  as  evidence  that  there 
was  a problem  in  the  original 
treatment.  In  reviewing  a record,  if 
you  see  that  a correction  needs  to 
be  made,  put  one  line  through  the 
old  notation,  being  careful  not  to 
obliterate  it.  Write  the  correction  so 
that  it  can  be  clearly  identified  as  a 
correction.  Then,  initial  and  date 
the  correction.  By  doing  this,  you 
eliminate  any  suspicion  that  an 
attempt  was  made  to  alter  the 
records. 

Withholding  records  and 
alterations  in  records  are  red  flags 
that  feed  a patient's  suspicions  and 
can  lead  to  unnecessary  claims. 

6.  Chart  thoroughly  and  legibly. 

When  a plaintiff's  attorney  reviews 
a medical  malpractice  claim,  the 
attorney  has  only  the  medical 
records  and  the  patient's  story  to 
evaluate.  The  patient  often  knows 
little  or  nothing  about  the  situa- 
tion. If  the  records  are  incomplete 
or  illegible,  the  plaintiff's  attorney 
will  have  to  evaluate  the  claim 
with  incomplete  information.  The 


attorney  has  no  way  of  supple- 
menting the  information  in  the 
chart.  The  attorney  cannot,  for 
instance,  call  a physician  and  ask 
what  line  three  of  the  progress 
note  says. 

The  only  way  that  the  attorney 
can  get  that  information  is  to  put 
the  claim  on  file,  take  the  doctor's 
deposition  and  ask  the  doctor  to 
read  that  particular  line.  The 
illegible  note  may  be  information 
that  you  want  the  plaintiff's 
attorney  to  have  before  he  files  a 
claim. 

Consider  charting  not  only  the 
diagnosis  and  treatment  but  any 
diagnoses  or  treatments  that  were 
considered  and  rejected.  Judgment 
calls  on  medical  issues  are  almost 
always  decided  in  favor  of  the 
physician,  even  when  in  hindsight, 
they  were  not  correct.  So,  a nota- 
tion that  a particular  diagnosis  or  a 
particular  treatment  was  consid- 
ered and  rejected,  with  the  medical 
reason,  will  eliminate  a claim  that 
a diagnosis  or  treatment  was  not 
considered. 

Incomplete  or  illegible  chart- 
ing may  leave  questions  unan- 
swered that  can  only  be  answered 
in  litigation.  It  is  better  to  write  it 
clearly  in  the  chart  than  explain  it 
in  a deposition. 

7.  Consider  giving  the  plaintiff's 
attorney  the  information  that 
establishes  the  claim  is  frivolous. 

If  you  do  get  named  in  a frivolous 
claim,  consider  sharing  with  the 
plaintiff's  attorney  the  information 
necessary  to  convince  the 
plaintiff's  attorney  that  the  claim  is 
without  merit.  Most  frivolous 
claims  are  filed  because  the 
plaintiff's  attorney  does  not  have 
accurate  or  complete  information. 

Keep  in  mind  that  the  attorney 
had  only  the  chart  to  review  when 
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he  or  she  evaluated  the  claim.  The 
attorney  may  or  may  not  have 
been  able  to  find  a competent 
medical  consultant  to  give  reliable 
information  on  the  medical  issues. 
Sometimes,  a simple  affidavit 
providing  the  attorney  with 
additional  information  can  resolve 
the  issue  quickly. 

You  and  the  plaintiff's  attor- 
ney have  a common  interest  in 
seeing  that  frivolous  litigation  is 
resolved  as  quickly  and  efficiently 
as  possible.  The  plaintiff's  attorney 
is  working  on  a contingent  fee 
basis.  The  attorney  is  not  going  to 
be  compensated  for  a frivolous 
claim.  When  a non-meritorious 
claim  has  been  filed,  the  plaintiff's 
attorney's  interest  is  in  document- 
ing that  it  is  not  a legitimate  claim 
and  closing  the  file  with  as  little 
investment  of  time  as  possible. 
That  is  in  your  interest  as  well. 
Consider  helping  the  attorney  do 
that  by  giving  the  information  that 
he  or  she  needs. 

When  a lawsuit  is  filed,  the 


lines  of  communication  become 
formalized  and  difficult.  There  is  a 
tendency,  especially  among  older 
defense  attorneys,  not  to  give  the 
opponent  any  information  about 
the  case.  However,  there  are  some 
things  that  you  want  your  oppo- 
nent to  know  about  a case.  To 
make  the  opponent  work  for  that 
information  is  counterproductive. 

There  are  two  important 
caveats  to  this  advice  which  dictate 
that  this  should  be  done  only  in 
consultation  with  an  experienced 
malpractice  defense  attorney. 

First,  what  you  consider  to  be 
a frivolous  claim  may  not  be 
viewed  by  others  as  a frivolous 
claim.  The  defense  attorney  needs 
to  evaluate  the  claim  to  see  if  in  his 
or  her  opinion  it  is  frivolous.  The 
defense  attorney  also  needs  to 
evaluate  the  information  that  you 
intend  to  give  the  plaintiff's 
attorney  to  decide  whether  it  is 
likely  to  convince  the  plaintiff's 
attorney  that  the  claim  should  be 
dismissed. 


Secondly,  not  all  plaintiffs' 
attorneys  will  act  responsibly  on 
the  information  and  dismiss  the 
claim.  Defense  attorneys  generally 
know  those  plaintiffs'  attorneys 
who  have  the  experience  and 
inclination  to  evaluate  information 
and  act  appropriately  on  it.  That 
decision  needs  to  be  made  by  an 
experienced  malpractice  defense 
attorney. 

In  general,  the  more  informa- 
tion given  to  a plaintiff's  attorney 
about  a frivolous  claim,  the  more 
likely  it  is  to  be  resolved  quickly 
and  efficiently. 

Conclusion 

The  one  thread  that  runs  through 
all  of  these  pointers  is  communica- 
tion. Frivolous  medical  malprac- 
tice claims  are  often  a result  of 
miscommunication.  J 

The  author  is  an  attorney  with 
Miller  Muller  Mendelson  & Kennedy 
in  Indianapolis. 
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Daniel  L.  Lips,  M.D.,  F.A.C.C. 
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FOR  HEART  DISEASE 


HE  BEST  DEFENSE  AGAINST  CORONARY  HEART  DIS- 
EASE BEGINS  WITH  SOUND  PREVENTIVE  MEASURES. 

S A GROUP  OF  INTERNATIONALLY  RECOGNIZED 
PHYSICIANS,  WE  SPECIALIZE  IN  STATE-OF-THE-ART 
CARDIOVASCULAR  CARE,  INCLUDING  EFFECTIVE 
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RESOURCES,  TECHNOLOGY,  AND  BENEFITS  OF  A 
LARGE  PRACTICE,  WITH  A FOCUS  ON  ONE-TO-ONE 
PATIENT  RELATIONSHIPS,  CREATING  A PRIVATE 
PRACTICE  ENVIRONMENT.  E CONSIDER  IT  THE 
BEST  APPROACH  TO  HIGH  QUALITY  CARDIO- 
VASCULAR care.  When  it  comes  to  heart 
DISEASE,  THERE'S  NO  BETTER  MEDICINE. 
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Utilizing  generation 
skipping  techniques 


Joel  M.  Blau,  CFP 
AMA  Investment  Advisers 

T lie  generation  skipping 
transfer  tax  (GSST)  is  a compli- 
cated and  sometimes  misunder- 
stood area  of  estate  tax  planning. 

Many  physicians  pass  large 
amounts  of  wealth  to  their  chil- 
dren via  gifts  and  other  estate 
planning  techniques  but  would 
also  like  to  pass  extra  wealth  to 
their  grandchildren  or  great 
grandchildren.  In  many  circum- 
stances, their  children  may  already 
be  wealthy  or  financially  secure  as 
a result  of  their  own  individual 
accomplishments.  These  children 
may  not  want  to  have  additional 
wealth  passed  on  to  them,  which 
would  cause  increased  taxation  in 
their  own  estates.  An  alternative  is 
to  pass  wealth  to  the  grandchil- 
dren without  incurring  estate 
taxation  in  their  children's  estate. 
This  strategy  falls  under  the 
impact  of  the  GSST.  The  GSST 
imposes  a flat  tax  of  55%,  which  is 
in  addition  to  any  gift  or  estate  tax 
on  every  generation  skipping 
transfer.  This  applies  to  transfers 
to  a beneficiary  two  or  more 
generations  below  the  donor,  such 
as  grandchildren  and  great  grand- 
children. 

Every  taxpayer  is  allowed  to 


transfer  $1  million  free  of  the 
GSST.  The  exemption  is  most 
effectively  used  to  transfer  prop- 
erty today,  and  thus,  remove  all 
future  appreciation  from  the  GSST 
by  using  a "direct  skip."  A direct 
skip  is  an  outright  gift  or  bequest 
to  third  generation  family  mem- 
bers (skip  persons)  or  a gift  in 
trust,  if  all  trust  beneficiaries  are 
skip  persons.  A lifetime  direct  skip 
receives  the  most  favorable  tax 
treatment  for  the  donee  since  it  is 
tax  "exclusive,"  meaning  the 
donor  is  responsible  for  paying 
any  GSST.  In  addition,  a lifetime 
direct  skip  transfers  all  future 
appreciation  to  the  skip  person 
and  removes  it  from  further 
generation  skipping  taxation.  By 
transferring  rapidly  appreciating 
property,  fully  sheltered  by 
allocating  the  GSST  exemption,  the 
impact  of  the  tax  can  be  greatly 
reduced  or  even  eliminated  and 
the  value  of  the  gift  is  enhanced. 

In  addition  to  the  amount 
sheltered  by  the  GSST  exemption, 
other  transfers  are  available  that 
would  not  be  subject  to  the  tax. 

The  other  major  exclusions  avail- 
able are  gifts  that  qualify  for  the 
$10,000  annual  exclusion,  direct 
payment  of  tuition  to  educational 
institutions  and  direct  payment  of 
medical  expenses.  For  instance,  a 
grandparent  can  pay  for  a 


grandchild's  college  education  free 
of  gift  tax  and  GSST  by  making 
payments  directly  to  the  school 
rather  than  gifting  the  funds  to  the 
grandchild. 

Of  course,  the  most  effective 
planning  strategy  for  generation 
skipping  is  to  create  a transfer  that 
will  be  entirely  exempt  from  GSST. 
This  is  accomplished  by  limiting 
transfers  to  an  amount  that  can  be 
sheltered  by  the  GSST  exemption. 
The  leverage  gained  by  allocating 
the  GSST  exemption  to  lifetime 
direct  skips  can  be  substantially 
increased  by  establishing  an 
irrevocable  trust  funded  with  life 
insurance.  At  little  or  no  tax  cost, 
large  sums  of  wealth  can  be 
transferred  to  grandchildren  and 
great  grandchildren  through  the 
leverage  created  by  the  life  insur- 
ance death  benefit  owned  by  the 
trust. 

When  carefully  structured,  a 
leveraged  generation  skipping 
trust  can  he  a very  powerful  tool 
for  passing  wealth  to  future 
generations.  Your  estate  tax 
attorney  can  help  you  determine 
the  effectiveness  of  this  strategy 
for  your  own  personal  situation.  O 

The  author  welcomes  readers' 
questions.  He  can  be  reached  at  1-800- 
262-3863. 
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National  Guard 


SIGN  ON  BONUS 
$30,000 

CONTINUING  HEALTH  EDUCATION  PROGRAM 

Up  to  10  days  for  one  program  annually,  within  continental  U.S.,  all  expenses  paid. 


HEALTH  PROFESSIONAL  — LOAN  REPAYMENT  PROGRAM 


You  may  qualify  for  repayment  of  $3,000  a year  on  your  government  guaranteed 

student  loans,  up  to  a total  of  $20,000. 


FAMILY  PHYSICIAN 

EMERGENCY  PHYSICIAN 

INTERNIST 

ANESTHESIOLOGIST 

UROLOGIST 

CARDIOTHORACIC 

DIAGNOSTIC  RADIOLOGIST 


• GENERAL  SURGEON 

• ORTHOPEDIC  SURGEON 

• THORACIC  SURGEON 

• NEUROSURGEON 

• PERIPHERAL-VASCULAR 

SURGEON 

• COLON— RECTAL  SURGEON 


PHYSICIAN  ASSISTANT 


For  more  information  and  benefits  about  the  Indiana  Army 

National  Guard,  contact: 

Captain  Pam  Johnson  — 317-247-3588 

1-800-792-3493 


1995  ISMA  convention 
photo  highlights 


William  E.  Cooper,  M.D.,  Columbus,  ISMA  immedi- 
ate past  president,  right,  congratulates  Jerome 
Melchior,  M.D.,  Vincennes,  upon  his  installation  as 
ISMA  president  for  1995-96. 


Jerome  Melchior,  M.D.,  and  his  wife,  Martha,  are 
shown  at  Presidents'  Night  events.  Dr.  Melchior,  a 
Vincennes  urologist,  was  installed  as  president  during 
theconvention. 


Valerie  Gates,  Valparaiso,  the 
ISMA  Alliancepresident,and  her 
husband,  Greg  Gates,  M.D.,  were 
honored  at  Presidents'  Night. 


H ■ ; raram 

Mi- 

m 

It  t&l  ~~  r — ifl 
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Members  of  Reference  Committee  3,  which  heard  legislative  issues,  are, 
from  left,  Steven  Isenberg,  M.D.,  Indianapolis;  William  Mohr,  M.D., 
Kokomo;  Promila  Paul,  M.D.,  Munster;  Dung  Nguyen,  M.D.,  Indianapolis; 
and  William  Pond,  M.D.,  Fort  Wayne. 
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Fred  Barnes,  a nationally  known  political  commenta- 
tor, speaks  at  the  annual  IMPAC  luncheon.  He  is 
executive  director  of  The  Standard,  a weekly  conser- 
vative magazine  that  he  founded  and  began  publish- 
ing in  September.  He  was  formerly  senior  editor  at 
The  New  Republic. 


john  Knote,  M.D.,  a Lafayette  radiologist,  at  micro- 
phone, is  surprised  with  a collage  of  mementoes  from 
his  campaign  and  subsequent  election  as  AMA  vice 
speaker.  The  presentation  was  made  during  the  first 
session  of  the  House  of  Delegates.  Jerome  Melchior, 
M.D.,  a Vincennes  urologist,  is  at  right. 


Alfred  Cox,  M.D.,  ISM  A president-elect,  and  his  wife, 
Ellaine,  were  honored  at  an  afterglow  hosted  by  the 
St.  Joseph  County  Medical  Society  and  the  13th 
District  Medical  Society.  Dr.  Cox  is  a family  physi- 
cian from  South  Bend. 


William  E.  Cooper,  M.D.,  and  his  wife,  Nancy,  greet 
Freg  Haggerty,  M.D.,  a Greencastle  family  physician, 
and  his  guest,  Nancy  Beachkofsky,  at  Presidents' 
Night. 
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The  Association  of  Indiana  Directors  of  Medical 
Education  presented  plaques  to,  from  left,  Lindley  H. 
Wagner,  M.D.,  Lafayette,  in  appreciation  of  his 
service  as  president,  and  Donald  T.  Olson,  M.D., 
South  Bend;  Edward  F.  Steinmetz,  M.D.,  Indianapolis; 
and  Larry  Lawson,  M.D.,  Muncie,  in  recognition  of 
their  work  as  the  founding  members  of  AI DM E. 


Awaiting  the  opening  of  the  first  session  of  the  House 
of  Delegates  are  brothers  Donald  McCallum,  M.D., 
left,  a Franklin  urologist,  and  James  McCallum, 
M.D.,  an  Indianapolis  ophthalmologist. 


Sen.  Robert  Garton,  R-Columbus, 
president  pro  tempore  of  the 
Indiana  Senate,  speaks  at  the  Key 
Contact  seminar  that  was  part  of 
thesemi-annual  meeting  of  the 
Indiana  Roentgen  Society. 


Members  of  the  panel  discussion  on  "The  Changing  Environment  of  Health 
Care  Delivery"  were,  seated  from  left,  Scott  Weingarten,  M.D.,  director  of 
health  services  research  at  Cedars  Sinai  Medical  Center  in  Los  Angeles;  Ben 
Park,  M.D.,  Indianapolis,  founder  and  president  of  the  American  Health 
Network;  Gary  Erskine,  executive  director  of  the  Arnett  Clinic  in  Lafayette; 
Douglas  D.  French,  president  and  CEO  of  St.  Vincent  Hospital  in  India- 
napolis; and  Steven  F.  Isenberg,  M.D.,  an  Indianapolis  otolaryngologist 
and  founder  and  CEO  of  Project  Solo,  a national  information  database 
formed  for  independent  physicians. 
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Robert  Stevenson,  M.D.,  a New  Castle  internist,  stops 
to  talk  with  Barbara  Hollingsworth,  center,  and 
Kimberly  Harper  at  the  Indiana  Medical  Access  and 
Communication  System  (IMACS)  booth  in  the  exhibit 
hall. 


The  Bloomington  contingentat  Presidents'  Night 
included,  from  left,  Robert  Wrenn,  M.D.,  an  obstetri- 
cian/gynecologist, and  his  wife,  Ann,  the  AMA  Alli- 
ance secretary;  and  Judy  Lawrence  with  her  husband, 
Larry  Lawrence,  M.D.,  a psychiatrist. 


The  dance  floor  was  a lively  place  at  Presidents'  Night  as  guests  kicked  up 
their  heels  to  the  music  of  Off  Center. 


Susan  Amos,  M.D.,  and  her  father, 
Paul  Siebenmorgen,  M.D.,  an 
ISMA  past  president,  served  as 
delegates.  Both  are  family  physi- 
cians from  Terre  Haute. 
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1 995  ISMA 

convention  coverage 


Call  to  order, 
miscellaneous  business 

The  Indiana  State  Medical  Associa- 
tion House  of  Delegates  convened 
its  146th  annual  convention  at  9 
a.m.,  EST,  Friday,  Oct.  20,  1995,  at 
the  Radisson  Hotel  in  Indianapolis. 
I he  final  session  of  the  House  of 
Delegates  convened  at  9 a.m.,  EST, 
Sunday,  Oct.  22,  1995. 

Presiding  at  both  sessions  was 
Peter  Winters,  M.D.,  Indianapolis, 
speaker,  assisted  by  John  Thomas, 
M.D.,  Fort  Wayne,  vice  speaker.  J. 
Vannoy  Faris,  M.D.,  Indianapolis, 
served  as  parliamentarian.  Allen 
Rumble,  pastor  of  the  Zionsville 
United  Methodist  Church,  pre- 
sented the  invocation. 

Approval  of  minutes 

I he  proceedings  of  the  145th 
annual  meeting  of  the  House  of 
Delegates,  Indiana  State  Medical 
Association,  conducted  Oct.  21-23, 
1994,  at  the  Westin  Hotel,  India- 
napolis, and  published  in  the 
January/February  1995  issue  of 
Indiana  Medicine,  were  approved. 

Addresses,  reports 

The  addresses  of  the  president, 
president-elect  and  president  of 
the  ISMA  Alliance,  all  referred  to 
Reference  Committee  1,  were  filed 
with  commendation. 

All  reports  (printed  in  the 
September/October  1995  issue  of 
Indiana  Medicine)  were  filed,  with 
the  exception  of  the  treasurer's 
report,  which  is  referred  for  audit. 

Election  of  officers 

Jerome  Melchior,  M.D.,  Vincennes, 
president-elect,  succeeded  to  the 
office  of  the  president.  Alfred  Cox, 
M.D.,  South  Bend,  was  elected 


president-elect.  Other  elections 
included: 

Treasurer  - Timothy  Brown, 
M.D.,  Crawfordsville 

Assistant  treasurer  — Frank 
Sturdevant,  M.D.,  Valparaiso 
Speaker  of  the  house  - Peter 
Winters,  M.D.,  Indianapolis 
Vice  speaker  of  the  house  - 
Stephen  Tharp,  M.D.,  Frankfort 
Chairman,  board  of  trustees  - 
Bernard  Emkes,  M.D.,  Indianapolis 
At  large  members,  executive 
committee  - Barney  Maynard, 
M.D.,  Evansville,  and  Tom 
Brubaker,  M.D.,  Griffith 

Election  of  delegates,  alternate 
delegates  to  the  AMA 

The  following  were  elected  to  two- 
year  terms  as  delegates  and 
alternates  to  the  American  Medical 
Association  (terms  expire  Dec  31 
1997): 

Delegates: 

C.  Dyke  Egnatz,  M.D.,  Schererville 
John  MacDougall,  M.D.,  India- 
napolis 

Michael  Mellinger,  M.D., 

LaG  range 

George  Rawls,  M.D.,  India- 
napolis, was  elected  to  a one-year 
term  as  a delegate.  This  additional 
delegate  seat  was  granted  by  the 
AMA  due  to  the  election  of  John 
Knote,  M.D.,  of  Indiana,  a del- 
egate, as  AMA  vice  speaker.  This 
term  expires  Dec.  31,  1996. 

Alternates: 

William  Cooper,  M.D.,  Columbus 
Paula  Hall,  M.D.,  Mooresville 
Barney  Maynard,  M.D.,  Evansville 

Holdover  AMA  delegates  and 


alternate  delegates  (terms  expire 

Dec.  31,  1996)  are: 

Delegates: 

William  Beeson,  M.D., 
Indianapolis 

Shirley  Khalouf,  M.D.,  Marion 

John  Knote,  M.D.,  Eafayette 

Alternates: 

Alfred  Cox,  M.D.,  South  Bend 

Max  Hoffmann,  M.D.,  Covington 

Jerome  Melchior,  M.D.,  Vincennes 

Trustees,  1995-1996 

District  1 - Barney  Maynard,  M.D., 
Evansville 

District  2 - Fred  Ridge  Jr.,  M.D., 
Linton 

District  3 - John  Seward,  M.D., 
Bedford 

District  4 - Arthur  Jay,  M.D., 
Lawrenceburg 

District  5 - Fred  Haggerty,  M.D., 
Greencastle 

District  6 - Ray  Haas,  M.D., 
Greenfield 

District  7 - Paula  Hall,  M.D., 
Mooresville 

District  7- John  Records,  M.D., 
Franklin 

District  7-  Bernard  Emkes,  M.D., 
Indianapolis 

District  8 - John  Osborne,  M.D., 
Muncie 

District  9 - Gerald  Wehr,  M.D., 
Lafayette 

District  10  - Thomas  Brubaker, 
M.D.,  Griffith 

District  1 I - Regino  Urgena,  M.D., 
Marion 

District  12 -Joseph  Mantheiy, 

M.D.,  Liberty  Center 

District  13  - Richard  Houck,  M.D., 
Michigan  City 

Resident  Medical  Society  — Ruchir 
Sehra,  M.D.,  Indianapolis 
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Medical  Student  Society  - 
Madeline  Eversoll, 

Indianapolis 

•Alternate  trustees,  1995-1996: 

District  1 - John  Berry,  M.D., 
Evansville 

District  2 - Ralph  Stewart,  M.D., 
Vincennes 

District  3 - Kevin  Burke,  M.D., 
Jeffersonville 

District  4 - Lawrence  Bailey,  M.D., 
Aurora 

District  5 - Fred  Drake,  M.D.,  Terre 
Haute 


_L  he  ISM  A pays  tribute  to  its 
members  who  have  died  since  the 
1994  session: 

Robert  Acher,  M.D.,  Greensburg 
Virgil  Angel,  M.D.,  Highland 
John  Armstead,  M.D.,  Indianapolis 
Charles  Austin,  M.D.,  Anderson 
Norman  Beaver,  M.D.,  West  Lafayette 
Robert  Beck,  M.D.,  Newburgh 
Arthur  Blazey,  M.D.,  Santa  Claus 
Robert  Bolin,  M.D.,  Lafayette 
Richard  Buckingham,  M.D.,  t 
Bloomington 

Donald  Buehner,  M.D.,  Evansville 
James  Burk,  M.D.,  Decatur 
Lee  Cattell  Jr.,  M.D.,  Louisville,  Ky. 
Rodney  Caudill,  M.D.,  Yorktown 
Paul  Chivington  Jr.,  M.D.,  Carmel 
Frank  Coble,  M.D.,  Richmond 
James  Conklin,  M.D.,  Terre  Haute 
John  Crist,  M.D.,  Evansville 
Gail  Eldridge,  M.D.,  Indianapolis 


District  6 - Howard  Deitsch,  M.D., 
Richmond 

District  7 - Frank  Johnson,  M.D., 
Indianapolis 

District  7 - Craig  Moorman,  M.D,. 
Franklin 

District  7 - Girdhar  Ahuja,  M.D., 
Indianapolis 

District  8 - Susan  Pyle,  M.D., 
Union  City 

District  9 - Michael  Stewart,  M.D., 
Crawfordsville 

District  10  - John  Swarner  Jr., 
M.D.,  Valparaiso 

District  11  - William  Mohr,  M.D., 


In  memoriam 

Lee  Foster,  M.D.,  Carmel 
Russell  Havens,  M.D.,  Fort  Wayne 
Ramon  Henderson,  M.D.,  Muncie 
Deward  Houser,  M.D.,  South  Bend 
William  Howard,  M.D.,  Nashville 
Arnold  Johnson,  M.D.,  Gary 
Forrest  Keeling,  M.D.,  Columbus 
David  Koransky,  M.D.,  Highland 
Arthur  Larson,  M.D.,  Elkhart 
Iris  Legaspi,  M.D.,  Munster 
Ralph  Leser,  M.D.,  Indianapolis 
Andreas  Lutz,  M.D.,  Highland 
Carl  Martz,  M.D.,  Punta  Gorda,  Fla. 
Howard  Marvel,  M.D.,  West  Lafayette 
Chester  McClure,  M.D.,  Madison 
Ralph  McQuiston,  M.D.,  Indianapolis 
Dennis  Megenhardt,  M.D., 
Indianapolis 

Donald  Miller,  M.D.,  Cedar  Lake 
Antoiin  Montecillo,  M.D.,  Clinton 
William  Mount,  M.D.,  Battle  Ground 
Donal  O'Sullivan,  M.D.,  Evansville 
Douglas  Offutt,  M.D.,  Newburgh 
Margaret  Owen,  M.D.,  Bloomington 


Kokomo 

District  12  - Scott  Wagner,  M.D., 
Fort  Wayne 

District  13  - David  Hornback, 
M.D.,  South  Bend 
Resident  Medical  Society  - Dung 
Nguyen,  M.D.,  Indianapolis 
Medical  Student  Society  - Erin 
Baker,  Indianapolis 

1996  meeting 

The  1996  ISMA  annual  meeting 
will  be  Oct.  18-20  at  the  Westin 
Hotel,  Indianapolis.  Q 


Renu  Pandya,  M.D.,  Lafayette 
Harold  Petijean,  M.D.,  Haubstadt 
Frank  Peyton,  M.D.,  West  Lafayette 
Richard  Pryor,  M.D.,  Indianapolis 
Thomas  Redlin,  M.D.,  Elkhart 
John  Robb,  M.D.,  Indianapolis 
Bernard  Rosenak,  M.D.,  Indianapolis 
Byron  Rust,  M.D.,  Sarasota,  Fla. 
Eugene  Schmidt,  M.D.,  Fort  Wayne 
Arthur  Scudder,  M.D.,  Brownsburg 
William  Sharp,  M.D.,  Alexandria 
Carl  Stallman,  M.D.,  Kendallville 
Byron  Steger,  M.D.,  San  Antonio, 
Texas 

Ronald  Swaeby,  M.D.,  Switz  City 
Everett  Taylor,  M.D.,  Upland 
Ian  Templeton,  M.D., 

St.  Petersburg,  Fla. 

Harry  Tunnell  III,  M.D.,  Fort  Wayne 
Thomas  Tyrrell,  M.D.,  Munster 
Edmund  VanBuskirk,  M.D.,  Lafayette 
James  Warriner,  M.D.,  Indianapolis 
Julia  Wixted,  M.D.,  Phoenix,  Ariz 
Elmer  Zweig,  M.D.,  Fort  Wayne  □ 
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Jerome  Melchior,  M.D.,  installed  as  ISMA  president 


Jerome  Melchior,  M.D.,  a 
Vincennes  urologist,  was  installed 
as  president  of  the  ISMA  Oct.  22 
during  its  146th  annual  meeting. 

During  his  speech  to  the 
House  of  Delegates,  Dr.  Melchior 
said  physicians  cannot  rest  on  past 
legislative  achievements  and  that 
the  core  of  ISMA's  legislative 
stretegy  is  physician  cohesiveness. 
He  encouraged  ISMA  members  to 
bring  new  physicians  into  orga- 
nized medicine. 

"Commitment  is  infectious. 
The  physician  with  a purpose  and 
a plan  to  be  the  patient's  advocate 
is  treated  with  admiration.  These 
are  the  physicians  that  we  must 
push  into  involvement  and  then  on 


to  commitment,"  he  said. 

During  his  one-year  term  as 
president.  Dr.  Melchior  will  chair 
the  ISMA  executive  committee.  A 
1667  graduate  of  the  University  of 
Kansas  School  of  Medicine,  Dr. 
Melchior  is  certified  by  the  Ameri- 
can Board  of  Urology  and  is  a 
fellow  of  the  American  College  of 
Surgeons  and  a member  of  the 
American  Urology  Association.  He 
is  a staff  member  at  Good  Samari- 
tan Hospital  in  Vincennes,  where 
he  has  been  president  of  the 
medical  staff,  chairman  of  the 
hospital  utilization  committee  and 
chairman  of  surgery  service. 

He  has  served  as  ISMA  trustee 
and  alternate  trustee  of  the  Second 
District.  □ 


Dr.  Melchior 


Alfred  C.  Cox,  M.D.,  named  ISMA  president-elect 


Dr.  Cox 


Alfred  C.  Cox,  M.D.,  a 
family  practice  physician  from 
South  Bend,  was  named  president- 
elect of  the  ISMA  during  its  annual 
convention. 

A 1962  graduate  of  the  Indiana 
University  School  of  Medicine,  Dr. 
Cox  has  been  in  private  practice 
for  32  years  and  is  a past  president 


of  the  Memorial  Hospital  medical 
staff  in  South  Bend.  He  served  as 
associate  medical  director  of  Key 
Health  Plan  from  1985  to  1992. 

He  is  a member  of  the  Indiana 
Academy  of  Family  Physicians  and 
the  American  Academy  of  Family 
Physicians. 

Dr.  Cox  has  served  on  the 
ISMA  board  of  trustees  since  1989.U 
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Address  of  the  president  William  E.  Cooper,  M.D. 


I want  to  thank  you  for  the 
opportunity  to  serve  as  your 
president  this  year.  I do  appreciate 
all  of  your  support.  But  there  is 
one  person  in  the  room  today  I 
want  to  thank,  not  only  for  my 
being  in  the  medical  association, 
but  for  my  life  in  medicine.  That's 
Dr.  Joe  Black. 

As  many  of  you  probably 
know,  Joe  practices  in  Seymour, 
where  I grew  up.  As  many  of  you 
may  not  know,  Joe's  the  primary 
reason  I'm  here  today  and  have 
enjoyed  a life  in  medicine.  Joe  was 
our  family  physician.  Like  many 
young  kids  growing  up,  I didn't 
have  a clue  of  what  I wanted  to  do 
with  my  life.  My  first  job  was  as  a 
student  typist  in  the  school  office.  I 
guess  today  that's  what  they  call  a 
work  study  program. 

One  day  I looked  up  from  my 
typing  and  there  was  Dr.  Joe.  He 
said,  "Billy,  have  you  decided 
where  you  are  going  to  go  to 
college?"  I hadn't  even  decided  if  I 
was  going  to  college. 

But  he  commanded  so  much 
authority  and  respect  I thought 
"Maybe  I better  go  to  college." 

And  when  I got  there,  I looked 
around  and  found  that  medicine 
was  really  what  intrigued  me. 

As  many  of  you  know,  Dr.  Joe 
was  president  of  the  Indiana  State 
Medical  Association  and  served 
during  one  of  medicine's  pivotal 
years  - 1965,  the  year  Medicare 
came  into  being.  Through  the 
leadership  of  colleagues  like  Dr. 
Joe,  the  state  association  helped 
doctors  adjust  to  that  upheaval  . . . 
that  changing  climate. 

It  was  a climate  that  threat- 
ened to  destroy  the  very  heart  of 


medicine  . . the  physician-patient 
relationship. 

Suddenly  things  were  being 
done  to  us  . . . not  by  us,  and 
certainly  not  for  us.  Sound  famil- 
iar? Sound  a lot  like  today? 

I have  been  struck  more  than 
once  by  the  parallels  between  Dr. 
Joe's  year  and  my  year.  Again 
things  are  being  done  to  us,  not  by 
us,  and  certainly  not  for  us.  And 
again,  I've  tried  to  draw  on  Dr.  Joe 
for  my  inspiration  ...  as  I worked 
with  staff,  with  leadership  and 
with  membership.  Just  as  doctors  - 
being  the  bright,  capable  people 
they  are  - coped  back  then,  we're 
going  to  cope  today. 

That's  been  my  mission  this 
year  as  your  president.  In  the 
legislative  arena  alone,  ISMA  was 
instrumental  in  protecting  the 
practice  of  medicine  and  the 
patients  you  serve.  Because  of  the 
efforts  of  the  ISMA,  Indiana 
doctors  in  managed  care  plans  can 
now  use  our  best  medical  judg- 
ment on  behalf  of  our  patients  - 
without  fear  of  reprisals  from  the 
plan. 

Because  of  the  efforts  of  the 
ISMA,  insurance  companies 
cannot  "cherry  pick."  For  years 
they've  cherry  picked  patients  and 
when  they  tried  to  pick  doctors, 
we  stopped  them. 

Because  of  the  efforts  of  the 
ISMA,  we've  stopped  kneejerk 
regulation  and  kneejerk  legislation 
- with  the  establishment  of  the 
Medicaid  Clinical  Advisory 
Committee. 

The  Good  Sam  law  is  now  also 
a good  sense  law.  It  now  covers 
not  only  accidents,  but  emergen- 
cies. 

Because  of  the  efforts  of  the 


Dr.  Cooper 

ISMA,  the  General  Assembly 
enacted  HB  1623.  The  office  of 
attorney  general  must  notify 
physicians  before  the  medical 
licensing  board  can  suspend  their 
license. 

And  now  retired  physicians 
who  want  to  volunteer  their  time 
in  clinics  can  do  so  without  having 
to  assume  the  burden  of  paying  for 
liability  insurance.  Physicians  who 
want  to  serve  . . . and  patients  who 
need  their  services  . . . we  brought 
them  together. 

And  I know  it  didn't  happen 
on  my  watch,  but  I would  be 
remiss  if  I didn't  remind  you  that 
this  year  is  the  20th  anniversary  of 
INCAP,  the  Indiana 
Compensation  Act  for  Patients. 

While  other  states  have 
struggled  with  liability  reform, 
Indiana  physicians  have  enjoyed 
the  freedom  of  looking  at  our 
patients  as  our  friends,  not  our 
potential  foes. 

And  it's  not  just  in  the  legisla- 
tive arena  that  we've  focused  our 
efforts.  We've  been  active  in  public 
law  and  in  public  health.  Our 
partners  in  medicine,  the  Alliance, 
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have  not  only  heightened  our 
awareness  of  the  problem  of 
domestic  violence,  but  have  also 
helped  us  work  toward  providing 
programs  and  solutions.  Whether 
sponsoring  women  and  family 
shelters  in  our  home  towns  ...  or 
working  with  the  Indiana  Coali- 
tion Against  Domestic  Violence  . . . 
or  talking  with  legislators  on 
Medicine  Day  ...  or  raising  money 
to  assist  IU  Medical  students  . . . 
The  alliance  is  there. 

And  in  tending  to  the  health  of 
the  public,  we've  not  neglected  the 
health  of  our  association.  Many 
state  presidents  I've  talked  with 
this  year  tell  me  budgets  are  tight; 
they're  struggling.  I'm  proud  to 
report  to  you  we  are  on  a solid 
financial  footing.  Membership  in 
the  association  is  up.  Seven 
thousand  nine  hundred  strong. 
More  than  eight  out  of  10  doctors 
in  our  state  support  our  associa- 
tion. I know  we're  not  happy  with 
85%  - we  Hoosiers  want  100%. 

But  that's  a record  many  states  are 
looking  at  with  envy. 

And  we've  made  our  presence 
felt  in  another  arena,  too.  We  have 
the  opportunity  of  seeking  the 
presidency  of  the  AMA.  John 
Knote!  Now,  John's  a great  guy.  A 
good  friend  of  mine  and  a hard 


worker.  But  he'd  be  the  first  to 
admit  that  he  didn't  get  elected  by 
himself. 

Like  me  and  other  leaders  in 
Indiana  medicine,  he  knows  we 
doctors  don't  make  it  happen 
alone.  We've  had  outstanding 
leadership  and  outstanding  staff 
helping  us  this  year.  From  John 
MacDougall  who  was  Dr.  Knote's 
campaign  manager  to  Rick  King 
who  heads  up  the  staff.  To  Susan 
Grant,  Mike  Abrams,  Adele  Lash, 
Jennifer  Floyd  and  Ron  Dyer,  right 
on  through  to  Debbie  Kelly,  who 
answers  our  800  number.  We  have 
a staff  that  I know  all  our  members 
appreciate  and  are  proud  of.  Please 
join  me  in  showing  our  apprecia- 
tion. 

You  know.  I've  been  in  six  or 
seven  states  on  behalf  of  ISMA.  I 
have  to  tell  you  it  was  always  a 
pleasure  to  come  home  to  our 
association  and  staff.  There  are 
some  other  people  that  I owe  a 
debt  of  gratitude.  I want  them  to 
stand  as  I recognize  them,  but  I 
want  you  to  hold  your  applause 
until  the  end.  First,  the 
Bartholomew-Brown  County 
Medical  Society,  led  by  President 
Helen  Kinsey;  the  Brown- 
Bartholomew  County  Medical 
Alliance,  led  by  President  Lisa 


Brueggeman  and  the  Fourth 
District  Medical  trustee,  Art  Jay. 

And,  of  course,  my  wife, 
Nancy. 

Please  join  me  in  thanking 
them. 

I began  this  morning  on  a very 
personal  note.  The  story  of  how 
my  mentor,  Joe  Black,  helped  me 
to  a life  in  medicine.  He's  been  my 
teacher,  my  mentor,  my  friend.  I 
want  to  close  today  with  a chal- 
lenge to  each  of  you  here. 

I told  you  how  Joe  rescued  me 
from  a career  as  a typist  nearly  40 
years  ago.  If  he'd  rescued  me 
today,  it  wouldn't  be  from  typing. 
I'd  be  flipping  burgers  at 
McDonald's,  stocking  shelves  at  K 
Mart  or  sacking  groceries  at 
Marsh. 

My  challenge  to  you  is  to  be 
the  Joe  Black  of  your  generation  . . 

. your  community. 

Find  that  burger  flipper  who 
belongs  in  family  practice  . . . that 
stocker  at  K Mart  who  belongs  in 
clinical  pathology  . . . that  grocery 
sacker  who  belongs  in  general 
surgery  and  guide  them  as  Joe 
guided  me  . . . into  one  of  the  most 
wonderful . . . the  most  challeng- 
ing . . . the  most  fulfilling  profes- 
sions that  I know. 

Thank  you.  □ 
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Address  of  the  president-elect,  Jerome  Melchior,  M.D. 


Speaker,  officers, 
trustees,  delegates,  alliance  mem- 
bers and  guests: 

Over  the  years,  I understand 
my  predecessors,  since  1849, 
labored  over  the  creation  of  an 
ISMA  presidential  speech.  After 
completing  my  task,  I promise  not 
to  take  146  years  or  146  minutes 
and  hopefully  less  than  14.6 
minutes  to  deliver  my  address 
today. 

Before  I begin,  however,  I 
must  paraphrase  Dr.  Bob  McAfee, 
immediate  past  president  of  the 
AMA,  and  tell  you  that,  as  your 
humble  servant,  never  in  my 
wildest  dreams  did  I imagine  I 
would  be  president  of  the  Indiana 
State  Medical  Association,  but  then 
again  my  wildest  dreams  seldom 
have  anything  to  do  with  the 
ISMA! 

As  Dr.  Cooper  reminded  us, 
physicians  in  1965  faced  the  largest 
social  medical  transition  ever  in 
the  United  States,  Medicare  and 
Medicaid.  Today,  ISMA  members 
are  once  again  confronted  with  a 
massive  realignment  of  health  care 
delivery. 

We  cannot  rest  on  our  past 
legislative  achievements.  The 
challenges  to  ISMA  membership 
are  numerous.  What  is  the  single 
thread  that  runs  through  all  of  the 
challenges  facing  us?  What  is  the 
core  of  our  strategy?  Physician 
cohesiveness  and  collegiality!  We 
need  to  join  together  to  produce 
reasoned  solutions  that  represent 
the  dual  goals  of  patient  satisfac- 
tion and  physician  clinical  au- 
tonomy. 

Here's  how  the  ISMA  is 
working  to  create  a more  cohesive 


membership. 

The  ISMA  has  embarked  on  an 
aggressive  member  education 
program.  Your  association  has 
taken  the  lead  role  in  assisting 
physicians  in  understanding  the 
opportunities  and  challenges  in  the 
new  medical  environment.  Our 
landmark  Physician  Hospital 
Organization  study,  through  a 
joint  venture  with  the  AMA, 
Michigan  State  Medical  Society, 
and  the  Illinois  State  Medical 
Society,  has  assisted  PHO  develop- 
ment all  over  the  state. 

As  a result  of  the  initial  study 
and  feedback  from  physicians,  the 
ISMA  has  just  published  a follow- 
up Physician  Organization  study. 
Additionally,  the  ISMA  is  cur- 
rently involved  in  a feasibility 
study  with  the  Illinois  and  Ohio 
state  medical  associations  on  the 
creation  of  a Management  Services 
Organization.  The  MSO  is  the 
logical  outgrowth  of  our  Second 
Opinion  Program  that  provides  a 
listing  of  experts  for  physicians  to 
use  in  the  creation  of  new  practice 
entities. 

At  the  request  of  this  House, 
the  ISMA  has  completed  an  up-to- 
date  comparison  of  managed  care 
contracts.  You'll  find  that  report  on 
your  tables  today. 

I believe  ISMA  also  must 
become  involved  in  the  further 
education  of  its  members  regard- 
ing physician  data  and  profiling. 

To  compete  in  the  21st  century,  all 
physicians  need  to  have  access  to 
clinical  data  . . . data  that  are  peer 
reviewed  locally  and  compared  on 
a regional,  state  and  national  basis. 
Physician  practice  behavior  can  be 
normalized  if  we,  not  the  insur- 
ance industry,  have  input  into 


Dr.  Melchior 


what  is  the  standard  of  care.  A 
proposal  is  before  this  House  to 
accomplish  data  collection.  It 
deserves  your  careful  and  rea- 
soned consideration. 

The  ISMA  is  concerned  about 
our  ability  to  communicate  with 
our  members.  I believe  it  is  very 
difficult  to  build  cohesion  without 
effective  communication.  There- 
fore, we  are  conducting  a top  to 
bottom  review  of  our  efforts.  ISMA 
is  committing  additional  resources 
to  use  the  tools  of  the  21st  century  . 
. . everything  from  blast  faxes  to 
the  Internet . . . on  your  behalf. 

I am  committed  to  maintaining  the 
ISMA's  excellent  record  of 
achievements  as  an  organization 
focused  upon  physician  represen- 
tation and  advocacy. 

As  you  know.  Congress  is  in 
the  process  of  reforming  Medicare 
and  Medicaid  on  an  unprec- 
edented scale.  I am  hopeful  you 
have  read  the  reports  about  the 
AMA's  success  in  transforming  the 
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Medicare  program.  In  short,  it 
appears  the  House  and  Senate 
proposals  address  concerns  of 
Indiana  physicians.  The  federation 
of  medicine  - the  AMA,  ISMA, 
county  societies,  specialty  societies 
and  the  alliance  have  successfully 
lobbied  to  increase  the  Medicare 
single  conversion  factor  from 
$34.60  to  $35.42.  Other  important 
sweeteners  include: 

1.  Reform  of  Stark  I /II 

2.  Exempting  doctors'  offices 
from  CLIA 

3.  Limited  anti-trust  relief 

4.  A medical  savings  account 
option 

5.  Liability  reform  including 
limits  of  $250,000  on  non-economic 
damages;  and 

6.  Reform  of  the  fraud  and 
abuse  statute. 

As  for  Medicaid,  one  can 
assume  it's  a "done  deal"  that 
Medicaid  will  come  to  Indiana  in  a 
block  grant  form.  According  to 
some  experts,  the  state  can  expect 
at  least  an  18-20%  reduction  in 
federal  dollars  and  probably  more. 
This  reduction  must  not  be  made 
at  the  expense  of  those  most  in 
need  within  Medicaid  - women 
and  children. 

Additionally,  we  are  fearful 
that  the  cuts  could  result  in 
reduced  access  to  physicians.  In 
anticipation  of  block  grants,  the 
ISMA  executive  committee  is 
recommending  to  the  board,  in  its 
budget,  the  addition  of  a reim- 
bursement expert  and  policy 
analyst. 

When  we  talk  about  advocacy, 
we  cannot  forget  our  partners  in 
the  alliance.  To  the  alliance  leaders 
and  members  here  today,  we  are 


indebted  for  your  efforts.  We 
particularly  appreciate  your 
participation  in  Medicine  Day  at 
the  Indiana  General  Assembly. 

I would  be  remiss  if  I did  not 
mention  INCAP.  As  you  know, 
INCAP,  the  Indiana  Compensation 
Act  for  Patients,  is  the  national 
standard  for  tort  reform  in  the  U.S. 
Unfortunately,  the  act  is  not 
without  its  critics,  particularly  the 
plaintiff  trial  lawyers  and  some 
members  of  the  fourth  estate. 

While  the  nation  is  moving  in  the 
direction  we  took  20  years  ago,  the 
judiciary  in  Indiana  is  slowly 
beginning  its  assault  on  INCAP. 
Several  recent  decisions  are 
disturbing  the  foundation  of  the 
act. 

The  ISMA  has  begun  a study 
of  the  act  and  the  Patients  Com- 
pensation Fund  to  obtain  a clear 
understanding  on  which  direction 
to  proceed  in  strengthening 
INCAP.  This  year  we  published  an 
updated  white  paper  of  INCAP. 
The  board  of  trustees  will  closely 
monitor  the  situation,  and  I am 
sure  will  act  in  the  best  interest  of 
the  patients  and  physicians. 

I've  talked  about  cohesiveness. 
There's  one  more  component . . . 
you!  1 challenge  all  physicians  to 
show  your  commitment!  Next 
meeting,  bring  a new  member,  one 
that  you  have  helped  move  along 
the  spectrum  from  physician  to 
member,  to  involved,  to  commit- 
ted. 

It  would  be  well  if  this  newly 
committed  physician  was: 

1.  10  years  younger. 

2.  A different  gender,  race  or 
country  of  origin. 

Commitment  is  infectious.  The 


physician  with  a purpose  and  a 
plan  to  be  the  patient's  advocate  is 
treated  with  admiration.  These  are 
the  physicians  that  we  must  push 
into  involvement  and  then  on  to 
commitment. 

I wish  to  also  comment  on  an 
observation  made  many  years  ago 
at  this  meeting.  Your  leadership 
are  always  on  an  elevated  plat- 
form, and  one  could  get  the 
mistaken  idea  that  the  power 
actually  resides  here  on  this 
platform.  This  is  definitely  incor- 
rect. We  all  need  to  remember  that 
you,  the  House  of  Delegates,  make 
the  policy.  We  simply  implement 
your  decision.  You  decree.  We 
agree. 

As  president,  it  will  be  my  job 
to  see  that  this  occurs.  If  through- 
out the  year  you  feel  it  does  not, 
call  me.  I will  promise  to  listen  to 
your  concerns,  to  explain  our 
position  and  hopefully  come  to  a 
harmonious  solution. 

Lastly,  I'm  going  to  quit  before 
I end  up  like  the  medieval  knight 
who  returned  home  to  his  castle  in 
very  poor  shape.  He  was  bruised 
and  battered.  His  armor  was 
dented  in  a dozen  places  and  he 
was  practically  falling  off  his 
horse.  When  the  king  came  out  to 
greet  him,  he  asked  the  knight 
what  on  earth  had  happened  to 
him.  The  knight  said,  "My  lord,  I 
merely  went  out  to  talk  to  your 
enemies  in  the  West."  The  king 
said,  "I  don't  have  any  enemies  in 
the  West."  The  knight  said,  "Well, 
now  you  do."  I'm  going  to  sit 
down  before  I make  any  more 
enemies.  □ 
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Address  of  the  ISMA  Alliance  president,  Valerie  Gates 


.^Ls  ISMA  Alliance  president, 
I am  here  to  bring  you  an  update 
on  what  your  Alliance  has  pro- 
moted this  past  year. 

The  alliance  is  an  organization 
aligned  with  similar  goals  and 
objectives  as  the  Indiana  State 
Medical  Association.  Our  member- 
ship consists  primarily  of  physi- 
cians' spouses  though  we  do  have 
some  physician  members.  The 
alliance  has  24  organized  counties. 
We  also  have  a members-at-large 
category  for  those  who  live  in 
unorganized  areas.  One  of  our 
state  goals  is  to  keep  our  members 
informed  on  the  current  issues 
affecting  the  practice  of  medicine. 

We  have  worked  to  bring 
legislative  awareness  to  each 
organized  county  by  hosting 
legislative  internships,  forums  and 
workshops.  This  past  spring  the 
alliance  instituted  a mini-legisla- 
tive forum  at  the  Capitol.  A group 
of  alliance  members  spent  the  day 
with  a legislator  from  their  area 
observing  how  the  state  legislature 
operates.  Hopefully,  this  program 
can  be  expanded  to  include  all 
counties  instead  of  just  the  three 
we  used  as  a pilot  program.  The 
alliance  also  actively  participated 
in  the  Medicine  Day  ISMA  func- 
tion at  the  Capitol.  We  had  the 
AMA-Alliance  legislative  chair 


address  our  full  board  meeting 
held  in  the  afternoon  of  Medicine 
Day  on  the  hows  and  whys  of 
developing  a good  relationship 
with  your  legislators. 

We  are  aware,  as  spouses  of 
physicians,  that  your  stresses  very 
easily  become  our  family  stresses. 
In  dealing  with  the  intrusion  of 
business  and  government  into  the 
way  in  which  you  practice  medi- 
cine, these  stresses  sometimes 
seem  insurmountable.  Coping 
skills  and  warning  signs  of  stress 
are  topics  which  the  alliance  has 
covered  and  will  continue  to  cover 
in  our  programs  and  workshops. 
We  have,  in  fact,  a two  hour 
workshop  planned  for  this  after- 
noon with  Dr.  Clifford  Kuhn,  who 
will  give  us  some  insight  on  the 
light  and  dark  sides  of  life. 

The  Alliance  has  had  a pro- 
ductive year  and  encourages  all  of 
your  spouses  who  are  not  mem- 
bers to  join  their  county,  state  and 
national  alliance  as  federated 
members.  The  AMA  Alliance 
holds  leadership  training  work- 
shops in  Chicago  twice  each  year 
for  county  alliance  president- 
elects. This  is  a tremendous 
opportunity  for  gaining  additional 
information  on  current  health  care 
topics.  The  number  of  participants 
each  state  can  send  is  determined 
by  the  number  of  AMA-A  mern- 


Valerie  Gates 


hers  in  that  state. 

Please  come  to  the  alliance 
hospitality  suite  and  view  the 
displays  which  show  the  various 
activities  each  county  has  done  on 
the  behalf  of  medicine  to  help 
promote  a positive  public  image  in 
each  local  community.  I would  like 
to  introduce  you  to  those  county 
alliance  presidents  who  are  here 
today.  To  help  recognize  them, 
they  each  are  wearing  a silk 
corsage.  Please  join  me  in  acknowl- 
edging the  dedicated  work  they  do 
on  your  behalf. 

Thank  you  for  your  time  and 
attention.  O 
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Roland  Chamblee,  M.D.,  receives  community  service  award 


jA.oland  W.  Chamblee  Sr., 
M.D.,  received  the  1995  Physician 
Community  Service  Award  from 
the  ISMA  and  Wyeth-Ayerst 
Pharmaceuticals. 

He  was  honored  for  his  work 
at  the  South  Bend  Chapin  Street 
Health  Center,  which  serves  the 
needy  who  might  otherwise  not 
receive  medical  care.  Dr.  Chamblee 


has  served  on  the  clinic's  advisory 
board  since  1986  and  became  the 
medical  director  in  1991.  The 
center  was  one  of  the  "Points  of 
Light"  initiative  recognized  by 
President  George  Bush  in  1991. 

He  explains  the  clinic's  phi- 
losophy: "People  come  here 
because  they  hurt.  Physically, 
emotionally  and  even  spiritually, 
they're  down.  It  is  immaterial  to  us 


Dr.  Chamblee 


whether  a patient  is  white  or  hlack, 
young  or  old,  suffering  from  nasal 
congestion  or  a confirmed  case  of 
AIDS.  We  treat  them  one  at  a time 
with  dignity  due  everyone." 

Dr.  Chamblee  has  been  a 
member  of  the  family  practice  and 
medical  staffs  at  Memorial  Hospi- 
tal and  St.  Joseph's  Medical  Center 
in  South  Bend  since  1954. 

He  has  been  honored  for  his 
work  by  several  organizations.  He 
twice  received  the  Urban  League 
Meritorious  Service  Award  and  in 
1965  was  presented  the  Action 
Award  as  State  Knight  of  the  Year 
by  the  Knights  of  Columbus.  He 
has  also  received  the  Brotherhood 
Award  of  the  National  Conference 
of  Christians  and  Jews  and  the 
Helping  Hand  Award  from 
Hospice  of  St.  Joseph  County.  Dr. 
Chamblee  was  appointed  a 
member  of  the  Equestrian  Order  of 
the  Knights  of  St.  Gregory  the 
Great  by  Pope  John  Paul  VI.  The 
award  was  established  in  1830  in 
recognition  of  personal  character, 
reputation  and  notable  accom- 
plishments. He  was  named  Citizen 
of  the  Year,  Meritorious,  by  the 
African  Methodist  Episcopal 
Church. 

From  1972  to  1973  he  was  the 
physician-in-charge  of  the 
Naggalama  Hospital  Nakifuma  in 
Uganda,  East  Africa.  □ 


40 


INDIANA  MEDICINE/January/February  1996 


Scientific  exhibit  winners 


Ron  Smith  stands  with  his  award-winning  exhibit. 


First  place 

"Guanine  nucleotide  transport  in 
mitochondria" 

Exhibitors:  Ronald  M.  Smith 
Jr.,  South  Bend  Center  for  Medical 
Education,  Dept,  of  Biochemistry 
and  Molecular  Biology,  Indiana 
University  School  of  Medicine; 
and  Edward  E.  McKee,  Ph.D., 

Dept,  of  Biological  Science,  Notre 
Dame,  South  Bend,  Ind. 

The  transport  of  adenine 
nucleotides  in  mitochondria  has 
been  well  characterized;  however, 
much  less  is  known  concerning 
mitochondrial  transport  of  gua- 
nine nucleotides.  Although  past 
research  has  failed  to  find  a 
transport  mechanism,  the  require- 
ment for  GTP  in  RNA  translation 
and  DNA  transcription  as  well  as 
the  fact  that  GDP  is  involved  in  the 
TCA  cycle  indicates  that  guanine 
nucleotides  must  be  transported 
into  the  mitochondrial  matrix. 
Previous  work  with  isolated  intact 
rat  heart  mitochondria  has  indi- 
cated that  neither  guanine  nor 
guanosine  are  transported  into  the 
matrix.  In  the  present  work,  it  has 
been  shown  that  when  radiola- 
belled  GTP  is  added  to  an  incuba- 
tion medium  there  is  net  transport 
into  the  matrix.  Because  of  the 
rapid  interconversion  between  the 
phospho  forms  of  the  nucleotide,  it 
is  not  clear  which  form  is  actually 
transported,  although  kinetic 
studies  seem  to  indicate  that  it  is 
most  likely  GDP.  Unlike  the  ATP 
transport  mechanism,  this  uptake 
is  not  inhibited  by  atractyloside. 
Studies  have  indicated  a rate  of 
transport  around  88  pmole/ mg/ 
min.  :J 

V 


Second  place 

"APC  resistance  as  measured  by  a 
textarin  time  assay:  Comparison 
to  the  APTT-based  method" 

Exhibitor:  Lee  E.  Hoagland 
and  D. A. Triplett,  MuncieCenter 
for  Medical  Education,  Indiana 
University  School  of  Medicine, 
Research  Department,  Ball 
Memorial  Hospital,  Muncie,  Ind. 

Protein  C is  a major  regulatory 
protein  critical  to  physiologic 
anticoagulation.  Once  activated,  it 
selectively  degrades  the  activated 
forms  of  factors  V and  Vlll,  thereby 
inhibiting  blood  coagulation. 

Using  an  activated  partial  throm- 
boplastin time  (APTT)  assay. 


Dahlback  et  al  recently  reported 
that  some  individuals,  especially 
those  with  previous  thrombotic 
episodes  or  a family  history  of 
venous  thrombosis,  show  a poor 
anticoagulant  response  to  acti- 
vated protein  C (APC).  In  an 
attempt  to  develop  a more  sensi- 
tive and  specific  test  system,  we 
decided  to  evaluate  an  assay  based 
on  Textarin®.  Textarin®,  a protein 
fraction  of  Pseudonaja  textilis 
venom  (Australian  Eastern  brown 
snake),  activates  prothrombin  in 
the  presence  of  phospholipid  (PL), 
factor  V and  calcium  ions.  Based 
on  its  factor  V dependance,  we 
have  developed  a Textarin  Time 
assay  to  test  for  APC  resistance. 

We  have  evaluated  this  test  system 
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in  normal  subjects  and  in  the 
following  patient  populations: 
stable  oral  anticoagulated  and 
known  APC  resistance.  Our  data 
conclude  that  the  Textarin  Time 
assay  is  an  effective  screening 
system  that  can  be  used  to  detect 
APC  resistance  due  to  factor  V 
abnormalities.  O 


Third  place 

"A  comparison  of  criteria  for 
pretransplantation  crossmatching: 
Flow  cytometry  versus  comple- 
ment-dependent cytotoxicity" 
Exhibitors:  Richard  Y.  Ha,  Benita 
K.  Book,  Richard  A.  Sidner, 

Ronald  S.  Filo,  Division  of  Organ 
Transplant,  Department  of  Sur- 
gery, Indiana  University  School  of 
Medicine,  Indianapolis,  Ind. 

The  complement-dependent 
cytotoxic  crossmatch  (CDCXM) 
measures  humoral  activity  against 
a donor's  lymphocytes.  Levels  of 
cytotoxicity  (CTX)  are  assigned  as 
1,  2,  4,  6 or  8 corresponding  to  the 
percentage  of  cell  death:  0-10,  11- 
20,  21-50,  51-80,  81-100,  respec- 
tively. A positive  CDCXM  (>2) 
con tra  indica  tes  tra nspla n ta  tion 
and  is  a predictor  of  humoral 
rejection.  The  flow  cytometry 


crossmatch  (FCXM)  measures 
binding  of  alloantibodies  rather 
than  CTX  and  is  reportedly  more 
sensitive  than  CDCXM.  Cellular 
immunofluorescence  is  expressed 
as  Mean  Channel  Shift  (MCS),  with 
higher  MCS  indicating  greater 
levels  of  bound  alloantibody. 
Furthermore,  the  FCXM  can 
identify  particular  class(es)  of 
reacting  antibody  (IgG,  IgM)  and 
the  type  of  target  cells  (B,  T,  M0). 
In  this  study,  we  compared  the 
two  methods  to  discern  the 
relationship  between  FCXM  and 
CDCXM  values  and  to  establish 
ranges  of  MCS  within  each 
cytotoxicty  level  in  CDCXM. 
CDCXM's  were  performed  using 
sera  obtained  from  potential  renal 
graft  recipients  and  unseparated 
cell  preparations  from  donor 
lymph  nodes;  parallel  FCXM's 
were  performed  using  prepara- 


tions of  donor  spleen  lymphocytes. 
We  analyzed  the  following  interac- 
tions: IgG  vs.  T-cells  (GT);  IgG  vs. 
B-cells  (GB);  IgM  vs.  T-cells  (MT); 
IgM  vs.  B-cells  (MB).  For  each  CTX 
level,  a group  mean  MCS  was 
calculated.  Statistical  analyses 
used  factorial  ANOVA  with 
Fisher's  PLSD  post-hoc  interac- 
tions test. 

IgG  reactivity  (GT  and  GB) 
was  directly  related  to  CTX  levels. 
Group  means  in  the  GT  series  were 
significantly  different  except  when 
comparing  CTX  levels  1 and  2,  and 
CTX  levels  2 and  4.  For  the  GB 
series,  group  means  were  signifi- 
cantly different  except  between 
levels  1 and  2,  2 and  4,  and  6 and  8. 
For  the  MT  series,  only  group 
mean  for  CTX  level  8 differed 
significantly.  Group  means  were 
not  significantly  different  for  the 
MB  series.  □ 


r ; > 

Mean  Channel  Shifts  (mean  ± s.e.) 


CTX  (n) 

GT  (pc. 0001) 

GB  (pc. 0001) 

MT  (p>010) 

MB  (p>.76) 

1 (23) 

2.0  ± 2.0 

6.4  ± 3.6 

2.3  ± 1.5 

16.6  ± 3.5 

2 (18) 

11.4  ±4.9 

23.8  ±8.3 

2.3  ± 1.8 

13.9  ±3.7 

4(21) 

22.4  ± 5.8 

38.8  ± 8.0 

5.4  ± 2.8 

15.7  ±4.5 

6(18) 

41.4  ±8.2 

71.3  ±8.3 

2.3  ± 1.7 

11.9  ± 2.1 

8(16) 

71.4  ±8.9 

81.7  ± 9.8 

16.1  ±6.3 

19.6  ±5.9 
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annual  reports 


Editor's  note:  These  annual 
reports  were  not  submitted  in  time  to 
be  included  in  the  September/October 
1995  iss  ue  of  Indiana  Medicine. 

FIFTH  DISTRICT 

Fred  Haggerty,  M.D.,  trustee 

The  Fifth  District  annual  meeting 
was  held  at  the  Walden  Inn  in 
Greencastle  May  25  with  a good 
turn-out.  Next  year's  annual 
meeting  is  scheduled  in  Clay 
County. 

Quarterly  meetings  have 
continued,  actively  providing 
opportunity  to  share  concerns,  to 
network  and  to  solve  common 
problems. 

Again  Janna  Kosinski,  the 
ISMA  field  representative,  has 
helped  the  district  greatly.  Thank 
you. 

10TH  DISTRICT 

Thomas  Brubaker,  M.D.,  trustee 

Activities  in  the  10th  District  were 
not  unusual  this  year.  We  main- 
tained the  same  schedule  of 
meetings  and  continued  the 
excellent  level  of  communication 
between  the  two  counties  in  the 
district. 

Overall  our  membership  has 
increased,  with  both  counties 
developing  and  pursuing  efforts  to 
obtain  new  members  and  retain 
past  members.  Each  county  has 
attempted  to  address  the  special 


issues  facing  our  area  - the  growth 
of  managed  care  entities.  We  made 
some  preliminary  efforts  to 
develop  a joint  managed  care 
program.  Activities  in  this  area  are 
ongoing  in  both  counties. 

We  also  held  several  joint 
membership  programs  on  Medic- 
aid reform  and  managed  care 
programs.  We  have  pursued  an 
annual  legislative  meeting  with 
state  legislators  since  some  legisla- 
tors overlap  portions  of  each 
county.  Some  of  our  members  also 
met  with  Congressmen. 

The  two  counties  are  repre- 
sented by  a liaison  who  attends 
each  county's  board  and  member- 
ship meetings.  We  are  fortunate  to 
have  active  members  from  both 
areas  who  participate  in  the  ISMA 
and  share  information.  We  also 
work  closely  on  resolutions  and 
legislation. 

During  the  last  10th  District 
meeting,  Frank  Hieber,  M.D.,  was 
elected  president;  Floyd  Manley, 
M.D.,  treasurer;  and  Thomas 
Brubaker,  M.D.,  trustee.  A resolu- 
tion establishing  a 10th  District 
legislative  committee  was  adopted. 
The  legislative  committee  would 
consider  any  legislative  or  regula- 
tory matter  of  interest  to  our 
members,  develop  a position,  meet 
with  legislators,  present  seminars 
and  participate  in  IMPAC  and  the 
ISMA  Fegislative  Commission. 

Next  year,  the  10th  District 
will  undertake  more  joint  efforts. 
As  we  learn  that  issues  are  not  just 
community  wide,  we  will  continue 


to  use  the  strength  in  unity  of 
effort. 


13TH  DISTRICT 
Alfred  Cox,  M.D.,  trustee 

The  13th  District's  annual  meeting 
was  hosted  by  St.  Joseph  County  at 
Morris  Park  Country  Club,  South 
Bend,  March  22.  District  president, 
Donald  Smith,  M.D.,  presided  over 
the  evening's  activities,  which 
included  the  election  of  a new 
district  trustee,  Richard  Houck, 
M.D.,  Michigan  City,  and  a new 
alternate  trustee,  David  Hornback, 
M.D.,  South  Bend.  Entertainment 
was  provided  by  Don  Hall,  a local 
magician.  The  attendance  was  not 
as  good  as  we  hoped;  however,  I 
feel  this  represents  physicians' 
apathy  throughout  organized 
medicine.  We  need  to  make  our 
membership  more  aware  of  the 
legislative  medical  issues  and  the 
role  we  can  have  in  shaping  our 
destiny. 

The  annual  meeting  was 
moved  to  the  spring  so  that  the 
issues  of  the  state  legislature  could 
be  addressed.  Our  organization 
was  very  successful  in  dealing 
with  medical  concerns  in  the 
recent  legislative  session. 

As  I move  on  to  a state  leader- 
ship position,  I know  that  Drs. 
Houck  and  Hornback  will  provide 
outstanding  leadership  for  the 
members  of  the  13th  District  on  the 
board  of  trustees.  □ 
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resolutions 


Resolution  95-1 

Introduced  by: 

Referred  to: 
Action: 


Statewide  Medical  Education 

Dearborn-Ohio  County 
Medical  Society 
Reference  Committee  1 
Not  adopted 


Whereas,  the  Indiana  University  of  Medicine 
statewide  system  for  medical  education,  initiated  the 
system  in  1970;  and 

Whereas,  the  eight  outstanding  campuses  are 
located  in  the  north  and  west  portions  of  the  state;  and 

Whereas,  the  southeast  one-third  of  the  state  has 
no  such  centers;  and 

Whereas,  such  benefits  as  physician  recruitment, 
physician  retention  and  continuing  medical  education, 
may  benefit  from  medical  education  centers;  therefore 
be  it 

RESOLVED,  The  ISMA,  in  conjunction  with  the 
statewide  system  of  Medical  Education,  support  an 
updated  feasibility  study  to  develop  a ninth  Medical 
Education  Center  in  the  southeast  one-third  of  the 
state,  so  that  the  statewide  system  of  Medical  Educa- 
tion will  be  truly  statewide. 


RESOLUTION  95-2 

Introduced  by: 

Referred  to: 

Action: 


ISM  A Commission  on  Sports 
Medicine 

The  ISMA  Executive 
Committee 

Reference  Committee  1 
Not  adopted 


Whereas,  Section  7.010205  states  that  the  Commis- 
sion on  Sports  Medicine 

encompasses  the  field  of  sports  medicine;  and 
Whereas,  Section  7.  10007  states, 

"The  Commission  on  Sports  Medicine  shall 
provide  liaison  between  the  Indiana  State 
Medical  Association  and  various  athletic 
organizations.  The  Commission  will  research 
issues  and  make  recommendations  in  a variety 
of  areas  relating  to  sports  medicine  in  our  state, 
in  an  attempt  to  improve  the  medical  care  of 
Indiana  athletes  and  related  personnel";  and 
Whereas,  these  policy  areas  are  addressed  by  the 
Commission  on  Legislation  and  other  ad  hoc  commit- 
tees established  from  time  to  time  to  serve  specific 
purposes;  and 

Whereas,  it  is  important  that  the  ISMA,  as  an 
organization  led  by  busy  volunteers,  strive  to  make  the 
best  and  most  efficient  use  of  our  members'  time  who 


generously  agree  to  serve  on  commissions  and  commit- 
tees; therefore  be  it 

RESOLVED,  That  Section  7.010205  and  Section 
7.10007  be  deleted  from  the  Bylaws,  and  in  lieu  thereof, 
specific  ad  hoc  committees  be  created  for  special 
purposes  as  the  need  arises. 


RESOLUTION  95-3 

Introduced  by: 

Referred  to: 

Action: 


Commission  on  Physician 
Assistance 

The  Commission  on  Physician 
Assistance 

Reference  Committee  1 
Adopted 


Whereas,  Section  7.1006  of  the  ISMA  Bylaws  states 
as  follows, 

"Commission  on  Physician  Assistance:  The 
Commission  on  Physician  Assistance  shall 
develop  a program  to  recognize,  treat  and 
rehabilitate  physicians  who  are  in  need  of 
assistance  because  of  neuropsychiatric  illness, 
physical  infirmities,  or  alcohol  and  other 
substance  dependence.  The  Commission  will 
encourage  informal  and  formal  referral  of  all 
physicians  in  need  of  assistance  to  component 
county  medical  society  screening  committees."; 
and 


Whereas,  the  Commission  on  Physician  Assistance 
meets  all  the  requirements  of  Indiana's  "Peer  Review 
Act,"  as  set  forth  at  I.C.  34-4-12.6-1  et  al;  and 

Whereas,  the  Indiana  Peer  Review  Act  provides 
various  confidentiality,  privilege  and  immunity 
protections;  and 

Whereas,  it  could  be  advantageous  to  the  Commis- 
sion to  have  stated  in  the  ISMA  Bylaws  that  the  Com- 
mission on  Physician  Assistance  is  a "peer  review 
committee"  as  defined  by  the  Indiana  Peer  Review  Act, 
and  claims  all  the  privileges  and  immunities  contained 
therein;  therefore  be  it 

RESOLVED,  That  the  ISMA  Constitution  and 
Bvlaws,  Section  7.1006,  be  amended  by  adding  the 
following  language, 

"The  ISMA  Commission  on  Physician  Assis- 
tance is  organized  pursuant  to  Indiana's  Peer 
Review  Act  as  set  forth  at  I.C.  34-4-12.6-1  et  al, 
and  claims  all  the  rights,  privileges,  confidenti- 
ality and  immunities  provided  therein." 
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RESOLUTION  95-4 

Introduced  by: 

Referred  to: 

Action: 


HIV  Testing  of  Pregnant 
Women 

John  W.  Luce,  M.D., 
Michigan  City 
Reference  Committee  2 
Adopted 


Whereas,  many  pregnant  women  are  unaware  of 
their  HIV  status;  and 

Whereas,  there  is  scientific  evidence  that  transmis- 
sion of  the  HIV  virus  takes  place  between  an  infected 
mother  and  her  unborn  child;  and 

Whereas,  there  is  mounting  evidence  to  suggest 
that  maternal  treatment  with  zidovudine  can  signifi- 
cantly reduce  the  vertical  transmission  rate  from  26% 
to  8%;  therefore  be  it 

RESOLVED,  That  the  ISMA  seek  legislation  to 
require  HIV  testing  of  all  pregnant  women. 


RESOLUTION  95-5 

Introduced  by: 
Referred  to: 

Action: 


Third-Party  Reimbursement 
for  Pre-certification 

Third  District  Medical  Society 
Reference  Committee  4 
Adopted  as  amended 


Whereas,  most  of  the  insurance  companies,  Medi- 
care and  Medicaid,  now  require  precertification  for 
diagnostic  tests,  consultations,  procedures  and  surger- 
ies; and 

Whereas,  this  is  entirely  for  the  benefit  of  the  third 
parties  and  does  nothing  to  improve  the  quality  of  care, 
and  sometimes  actually  impairs  the  quality  of  care;  and 
Whereas,  the  physicians  have  been  forced  to  bear 
the  brunt  of  the  extra  cost  for  these  precertifications, 
including  the  hiring  of  extra  personnel,  or  tying  up  the 
time  of  present  personnel,  and  it  results  in  hours  of 
wasted  time;  and 

Whereas,  many  times  the  third  parties  needlessly 
extend  these  calls  with  unnecessary  questions  and 
cause  excessive  waste  of  time  and  frustration  by 
placing  the  caller  on  hold  and  requiring  that  we  talk  to 
more  than  one  person;  therefore  be  it 

RESOLVED,  That  the  ISMA  support  the  concept  of 
reasonable  reimbursement  of  management  services 
such  as:  precertification  for  diagnostic  tests,  consulta- 
tion, procedures  and  surgeries;  and  be  it  further 
RESOLVED,  That  the  ISMA  communicate  this 
resolution  to  the  AMA  for  their  support. 


RESOLUTION  95-6 

Introduced  by: 


Referred  to: 
Action: 


ISMA  Commission  on 
Legislation  Participation 

Barney  R.  Maynard,  M.D., 
Chair,  ISMA  Commission  on 


Legislation 


Reference  Committee 
Adopted 


Whereas,  the  need  for  physicians  to  speak  with  a 
unified  voice  has  never  been  greater;  and 

Whereas,  the  need  to  speak  with  a unified  voice  on 
legislative  matters  is  absolutely  critical  to  the  protec- 
tion and  advocacy  for  patients  and  our  profession;  and 
Whereas,  all  elements  of  medicine  need  to  work 
together  on  common  legislative  matters  to  more 
effectively  advocate  for  patients  and  physicians;  and 
Whereas,  the  ISMA  Commission  on  Legislation  is 
open  to  all  physician  members  and  desires  input  from 
all  physicians  and  specialties;  therefore  be  it 

RESOLVED,  That  every  member  of  the  ISMA  be 
welcomed  at  the  meetings  of  the  Commission  on 
Legislation,  and  that  their  input  be  actively  sought  and 
recognized. 


RESOLUTION  95-7 

Introduced  by: 

Referred  to: 

Action: 


ISMA-Sponsored  Self- 
FundedHMO 

Rami  Saydjari,  M.D. 
Crawfordsville 
Reference  Committee  1 
Resolution  95-29  adopted  in 
lieu  of  Resolution  95-7 


Whereas,  physicians  and  patients  face  ever  increas- 
ing interference  with  the  doctor/ patient  relationship 
by  managed  care  entities;  and 

Whereas,  recent  court  decisions  have  confirmed 
that  some  managed  care  entities  make  fiduciary 
decisions  which  are  not  always  in  the  best  interest  of 
the  patient  and  may  adversely  affect  medical  outcomes; 
and 

Whereas,  successful  self-funding  HMOs  sponsored 
by  a state  medical  society  have  been  created  in  the  past 
(e.g,.  Physician  Health  Care  Plan  of  New  Jersey  and 
M.D.  Health  Plan  of  Connecticut);  and 

Whereas,  eliminating  insurance  companies  as  the 
middleman  in  health  care  is  likely  to  protect  the 
doctor/ patient  relationship  and  restore  the  doctor's 
role  as  patient  advocate  while  controlling  cost  within 
the  context  of  a physician-owned  and  physician-run 
HMO;  therefore  be  it 
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RESOLVED,  That  the  ISMA  undertake  a feasibility 
study  to  determine  whether  an  ISMA-sponsored  HMO 
would  be  efficacious  in  Indiana  and  report  back  the 
findings  of  such  a study  to  ISMA  members. 


RESOLUTION  95-8 

Introduced  by: 

Referred  to: 

Action: 


InsuranceCoverage  for 
Deliveries 

John  W.  Luce,  M.D., 

Michigan  City 
Reference  Committee  4 
Referred  to  Board  of  Trustees 


Whereas,  many  third  party  payers  are  reducing  the 
length  of  stay  for  routine  deliveries  to  one  night  stays; 
and 

Whereas,  the  American  College  of  Obstetricians 
and  Gynecologists  in  its  1992  "Guidelines  for  Prenatal 
Care,"  recommends  that  in  otherwise  uncomplicated 
deliveries  the  postpartum  stay  range  from  48  hours  for 
vaginal  delivery  to  96  hours  for  cesarean  section;  and 
Whereas,  the  decision  to  discharge  a woman  after 
deliveries  lies  with  the  woman  and  her  physician;  and 
Whereas,  other  state  legislatures,  including  Mary- 
land and  New  Jersey,  have  required  third-party  payers 
to  follow  the  American  College  of  Obstetricians  and 
Gynecologists  Guidelines;  therefore  be  it 

RESOLVED,  That  the  ISMA  support  legislation 
that  would  require  third-party  payers  to  pay  for  at  least 
48  hours  of  hospital  care  after  a routine  delivery  and  96 
hours  after  a cesarean  section. 


RESOLUTION  95-9 

Introduced  by: 


Referred  to: 
Action: 


Physician  filingand  signing  of 
certificate  of  birth  and  death 

The  Indiana  Association  of 
Public  Elealth  Physicians 
Joseph  Black,  M.D.,  health 
officer,  Jackson  County 
Joe  Dukes,  M.D.,  former  health 
officer,  Sullivan  County 
Reference  Committee  2 
Adopted 


Whereas,  the  current  birth  registration  law  IC  16- 
37-2-1  defines  "a  person  in  attendance  at  birth"  as  a 
licensed  physician,  or  midwife,  or  other  legally  autho- 
rized person  to  attend  a patient  in  childbirth;  and 

Whereas,  the  current  death  registration  law  1C  16- 
37-3-5  specifies  the  physician  last  in  attendance  . . . 
shall  certify  the  cause  of  death  or  stillbirth;  and 
Whereas,  the  State  Department  of  Health  has 


elected  to  designate  other  than  a physician /midwife  to 
sign  a birth  certificate;  and 

Whereas,  there  are  conflicting  laws  that  specify 
that  lay  people  can  certify  the  cause  (medical)  of  death; 
therefore  be  it 

RESOLVED,  That  the  ISMA  seek  and  support 
legislation  that  would: 

1 ) Amend  birth  and  death  registration  laws  to 
specify  physician  responsibility  for  signing  and  filing  a 
birth  and  death  certificate: 

a)  Designate  that  only  a physician  holding  an 
unlimited  license  to  practice  medicine,  a licensed 
midwife  or  the  local  health  officer  are  legally  autho- 
rized to  file  a birth  certificate. 

b)  Designate  a physician  holding  an  unlimited 
license  to  practice  medicine  as  the  only  person  legally 
authorized  to  certify  a medical  cause  of  death  and  to 
file  a death  certificate. 


RESOLUTION  95-10 

Introduced  by: 

Referred  to: 

Action: 


ISMA  Medicare 
Transformation  Position 

Barney  R.  Maynard,  M.D., 
alternate  delegate  to  AMA 
Reference  Committee  3 
Adopted  as  amended 


Whereas,  the  Medicare  program  has,  for  thirty 
years,  served  to  finance  the  health  care  needs  of  the 
elderly  and  disabled;  and 

Whereas,  the  Medicare  program  has  attained  the 
original  goals  of  providing  quality  health  care  and 
access  to  all  of  its  beneficiaries;  and 

Whereas,  the  Medicare  program  was  based  on  an 
unsustainable  financial  foundation;  and 

Whereas,  the  Medicare  program  now  faces  bank- 
ruptcy and  chaos  unless  radical  measures  are  taken; 
and 

Whereas,  the  American  Medical  Association,  at  its 
recent  annual  meeting,  adopted  a bold  and  comprehen- 
sive plan  to  completely  transform  the  Medicare  system; 
and 

Whereas,  this  plan  has  been  presented  to  the 
Congress  of  the  United  States  for  consideration  and 
adoption;  therefore  be  it 

RESOLVED,  That  the  ISMA  adopt  as  policy  on 
Medicare,  the  proposals  of  the  AMA's  1995  Transform- 
ing Medicare;  and  be  it  further 

RESOLVED,  That  the  ISMA  through  its  member- 
ship, leadership  and  Commission  on  Legislation, 
aggressively  lobby  for  passage  of  the  AMA's  1995 


46 


INDIANA  MEDICINE/January/February  1996 


■ resolutions 


with  the  Indiana  Congres- 

Testingforhuman  immunode- 
ficiency virus  (HIV) 

Fort  Wayne  Medical  Society 
Reference  Committee  2 
Adopted 

Whereas,  The  New  England  journal  of  Medicine 
reported  in  August  of  1992  that: 

1)  1,000,000  American  citizens  are  infected  with  the 
HIV  virus  and  many  are  not  aware  of  it; 

2)  110,000  or  1 1%  of  those  who  carry  the  virus 
unknowingly  could  be  identified  in  one  year  of  hospi- 
tal testing; 

3)  200,000  HIV-infected  patients  created  annu- 
ally in  the  nation's  5,558  hospitals; 

4)  134,000  HIV-infected  patients  treated  in  the 
nation's  5,558  hospitals  will  be  treated  for  symptoms 
unrelated  to  this  virus;  and 

Whereas,  early  detection  and  treatment  will  benefit 
those  who  are  infected  and  guard  against  their  infect- 
ing others;  and 

Whereas,  the  highest  incidence  of  HIV  infection 
occurs  between  ages  15  and  54;  and 

Whereas,  physicians  and  health  care  entities  are 
required  to  go  to  great  lengths  to  ensure  the  protection 
of  others,  but  are  prevented  by  that  same  law  (except 
under  court  order  or  emergency)  from  carrying  out  the 
necessary  steps  of  good,  prudent  medical  care  and 
disease  prevention  due  to  informed  consent  laws  and 
laws  of  confidentiality  that  prevent  a physician  from 
testing  or  informing  emergency,  nursing,  surgical  or 
other  medical  staff  of  a patient's  HIV  status;  therefore 
be  it 

RESOLVED,  That  the  ISMA  petition  the  1995 
session  of  the  Indiana  General  Assembly  to  pass 
legislation  requiring  hospitals  to  routinely  offer  volun- 
tary HIV  testing  of  all  patients  between  the  ages  of  15 
and  54  who  are  seen  in  Indiana  hospitals. 


Transforming  Medicare 
sional  Delegation. 

RESOLUTION  95-11 

Introduced  by: 

Referred  to: 

Action: 


RESOLUTION  95-12  Consolidationof  "Subcommis- 
sion on  Accreditation" 

Introduced  by:  Glenn  J.  Bingle,  M.D.,  Chair- 

man, Commission  on  Medical 
Education 

Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  Section  7.1005  of  the  ISMA  Bylaws  states, 
".  . . The  Commission  on  Medical  Education 
with  the  assistance  of  the  Subcommission  on 
Accreditation  shall  serve  as  the  ISMA  state's 
accrediting  body  to  accredit  institutions  and 
organizations  for  the  presentation  of  intrastate 
continuing  medical  education  programs";  and 
Whereas,  the  Commission  on  Medical  Education 
recommends  the  elimination  of  a separate  Subcommis- 
sion on  Accreditation,  thereby  reducing  redundancy 
and  streamlining  the  ISMA  accreditation  process;  and 
Whereas,  combining  the  two  entities  into  one, 
named  the  Commission  on  Medical  Education,  would 
also  provide  maximum  efficiency  and  continuity 
within  the  entities;  therefore  be  it 

RESOLVED,  That  Section  7.1005  be  amended  to 
read  as  follows: 

"The  Commission  on  Medical  Education  shall 
maintain  liaison  with,  and  be  of  assistance  to, 
medical  schools  and  the  Medical  Licensing 
Board.  It  shall  keep  in  contact  with  and  en- 
deavor to  assist  in  improving  and  maintaining 
high  quality  undergraduate,  graduate  and 
continuing  medical  education  and  public 
school  health  education  within  the  state.  The 
Commission  on  Medical  Education  shall  serve 
as  the  ISMA's  state  accrediting  body  to  accredit 
institutions  and  organizations  for  the  presenta- 
tion of  intrastate  continuing  medical  education 
programs." 

RESOLUTION  95-13  Tobacco  control  task  force 

Introduced  by:  Stephen  J.  Jay,  M.D., 

Indianapolis 

Referred  to:  Reference  Committee  2 

Action:  Adopted  as  amended 

Whereas,  science  has  proven  that  tobacco  use 
causes  numerous  health  hazards;  and 

Whereas,  physicians  should  educate  their  patients 
and  the  public  on  the  risks  associated  with  tobacco 
usage  and  the  health  benefits  of  quitting  tobacco;  and 
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Whereas,  physicians  need  to  improve  their  effec- 
tiveness in  preventing  children  from  starting  tobacco 
usage  and  in  helping  individuals  and  their  families  to 
quit;  therefore  be  it 

RESOLVED,  That  the  ISM  A create  a tobacco 
control  task  force  and  the  duties  of  the  task  force  shall 
include,  but  not  be  limited  to,  the  following: 

1.  Promote  public  policy  that  will  especially 
prevent  youth  access  to  tobacco;  and 

2.  Support  smoke  free  indoor  air  legislation  and 
regulation  at  local,  state  and  national  levels;  and 

3.  Enhance  physician  education  and  awareness, 
especially  training  of  medical  students  and  residents  in 
tobacco  control;  and 

4.  Provide  training  for  practicing  physicians  to  be 
able  to  teach  smoke  cessation  skills  to  others;  and 

5.  Publicize  the  importance  of  tobacco  control 
through  articles  for  Indiana  Medicine  and  ISMA  Reports ; 
and 

6.  Collaborate  with  other  organizations  such  as  the 
Indiana  Department  of  Health,  Indiana  University 
School  of  Medicine  and  Project  ASSIST  (America  Stop 
Smoking  Intervention  Study). 

7.  Contribute  to  the  ISMA  policy  on  tobacco  control 
by  sponsoring  or  supporting  resolutions  regarding 
tobacco  control. 


RESOLUTION  95-14 

Introduced  by: 

Referred  to: 

Action: 


Support  for  Project  Solo 

Steven  Isenberg,  M.D., 
Indianapolis 
Reference  Committee  4 
Adopted  as  amended 


Whereas,  physicians  desire  to  provide  quality  care 
for  their  patients  at  reasonable  cost;  and 

Whereas,  physicians  desire  to  remain  advocates  for 
their  patients  without  conflict  of  interest;  and 

Whereas,  Project  Solo  is  a non-profit,  non-partisan, 
grassroots  organization  of  independent  physicians 
united  for  quality,  autonomy,  patient  advocacy  and 
cost  containment;  therefore  be  it 

RESOLVED,  That  the  ISMA  endorse  Project  Solo. 


RESOLUTION  95-15 

Introduced  by: 


Referred  to: 
Action: 


Medicare/Medicaid  coalition 
meetings 

Jasper/Newton  County 
Medical  Society 
Kenneth  j.  Ahler,  M.D. 
Reference  Committee  1 
Resolution  95-16  was  adopted 
as  amended  in  lieu  of  Resolu- 
tion 95-15  and  95-20 


Whereas,  a number  of  years  ago,  the  ISMA  was 
able  to  develop  a meeting  format  between  the  carriers 
and  providers  to  deal  with  reimbursement  issues, 
especially  for  Medicare  and  Medicaid;  and 

Whereas,  these  meetings  were  especially  designed 
to  provide  dialogue  between  the  carriers  and  providers 
in  an  open  format  to  resolve  issues  of  conflict  and 
reimbursement;  and 

Whereas,  representation  from  various  organiza- 
tions, including  aging  senior  citizens,  congressional 
offices,  specialty  societies,  as  well  as  individual  office 
practices,  were  all  invited  and  welcomed;  and 

Whereas,  members  from  consulting  firms  repre- 
senting physician  clients  of  societies  have  attended 
these  meetings  from  their  inception;  and 

Whereas,  issues  concerning  reimbursement  coding, 
policy  changes,  computer  problems  and  payment 
delays  continue  to  arise  as  both  Medicare  and  Medic- 
aid re-evaluate  their  reimbursement  policies;  and 
Whereas,  the  ISMA  reports  that  the  cost  of  spon- 
soring these  meetings  has  escalated  significantly;  and 
Whereas,  the  physical  location  has  become  inad- 
equate due  to  the  number  of  attendees;  and 

Whereas,  a charge  of  attendance  has  been  levied  to 
certain  attendees  of  these  meetings  which  they  con- 
sider sufficient  to  perhaps  limit  their  attendance; 
therefore  be  it 

RESOLVED,  That  the  Medicare/Medicaid  Coali- 
tion meetings  be  continued  in  their  original  format;  and 
be  it  further 

RESOLVED,  That  the  Medicare/Medicaid  Coali- 
tion meetings  be  open  to  any  representatives  having 
concerns  with  carrier  (payer)  provider  issues  and/or 
reimbursement  issues;  and  be  it  further 

RESOLVED,  That  the  Medicare /Medicaid  Coali- 
tion meetings  be  moved  to  a facility  large  enough  to 
accommodate  the  attendance;  and  be  it  further 
RESOLVED,  That  the  ISMA  research  means  of 
financially  supporting  this  facility  without  charging 
attendees. 
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Medicare/Medicaid  coalition 
meeting 

C.G.  Clarkson,  M.D., 

Richmond 

Reference  Committee  1 
Adopted  as  amended  in  lieu  of 
Resolutions  95-15  and 
95-20 

Whereas,  Indiana  Medicare  and  Medicaid  over- 
sight coalition  meetings  were  developed  in  a 
roundtable  type  format  to  provide  dialogue  between 
providers,  patients  and  carriers  to  deal  with  problems 
of  HCFA,  the  carriers,  the  providers  and  the  patients; 
and 

Whereas,  the  ISMA  sponsored  these  meetings  in 
that  original  format  until  recently;  and 

Whereas,  the  ISMA  Executive  Committee  and 
Board  decided  to  make  changes  considered  exorbitant 
to  certain  attendees  of  these  meetings;  and 

Whereas,  this  has  caused  discourse  and  threatened 
to  disturb  the  original  intent  of  the  meeting  format;  and 
Whereas,  the  ISMA  cites  cost  and  facility  size  as  the 
reason  for  the  fees;  therefore  be  it 

RESOLVED,  That  the  Medicare/Medicaid  Coali- 
tion meeting  be  continued  in  a format  to  provide 
dialogue  between  all  participants;  and  be  it  further 
RESOLVED,  That  the  ISMA  research  means  to 
financially  support  and  move  the  meetings  to  a facility 
where  attendance  is  not  limited  and  charges,  if  made, 
are  reasonable. 


RESOLUTION  95-16 

Introduced  by: 

Referred  to: 

Action: 


RESOLUTION  95-17 

Introduced  by: 


Referred  to: 
Action: 


Freedomof  choice  for 
dermatological  services 

Indiana  Dermatological 
Society 

Cleve  Francoeur,  M.D. 
Reference  Committee  3 
Adopted  as  amended  with 
substitute  resolve 


Whereas,  the  American  Medical  Association,  the 
ISMA  and  the  Indiana  Dermatological  Society  all 
support  the  right  of  patients  to  access  the  physician  of 
their  choice;  and 

Whereas,  unlike  other  specialties,  on  average,  90% 
of  patients  currently  access  dermatologists  directly 
without  a referral;  and 

Whereas,  dermatological  disorders,  unlike  vague 
internal  medical  problems,  are  readily  evident  to 
patients,  thus  allowing  appropriate  self-referral  with- 


out the  need  for  gatekeeper  direction;  and 

Whereas,  unlike  other  specialties,  essentially  all 
patients  currently  under  the  care  of  a dermatologist 
will,  against  their  will,  lose  continuity  of  care  with  their 
dermatologist  and  be  forced  to  see  providers  unfamil- 
iar with  their  diagnosis  and  special  needs;  and 
Whereas,  in  the  specialty  of  dermatology,  the 
arguments  of  managed  care  corporations  for 
gatekeeper  services  in  the  areas  of  cost  effectiveness, 
patient  satisfaction  and  quality  of  care  are  not  appli- 
cable; and 

Whereas,  many  managed  care  plans  utilizing 
gatekeepers  place  more  emphasis  on  profit  than  on  the 
quality  of  care,  and  thus  prevent  patients  from  obtain- 
ing expert  level  dermatological  care  for  their  skin,  hair 
and  nail  disorders;  and 

Whereas,  by  supporting  and  passing  HB  1257  in 
the  1993  Indiana  General  Assembly,  the  ISMA,  State 
Legislature  and  Governor  have  previously  affirmed 
their  support  for  policy  allowing  direct  access  to 
dermatologists  or  primary  care  providers  for  dermato- 
logical services;  therefore  be  it 

RESOLVED,  That  the  ISMA  support  legislation  to 
ensure  that  patients  have  the  right  to  choose  their 
physician. 


RESOLUTION  95-18 

Introduced  by: 
Referred  to: 

Action: 


Minimize  capitation  use  in 
health  care  insurance  reform 

Fort  Wayne  Medical  Society 
Reference  Committee  4 
Adopted  as  amended 


Whereas,  in  the  climate  of  health  care  reform,  the 
merging  of  the  delivery  and  financing  of  health  care 
has  evolved;  and 

Whereas,  the  traditional  fee  for  service  system  has 
and  will  be  changing  to  a capitated  form  of  payment; 
and 

Whereas,  there  are  many  references  in  managed 
care  literature  that  capitation  may  create  ethical 
dilemmas  for  physicians  in  administering  good  quality, 
competent  health  care  to  patients;  and 

Whereas,  the  physicians  of  the  ISMA  are  dedicated 
towards  working  in  their  patients'  best  interest  without 
serious  economic  conflict;  therefore  be  it 

RESOLVED,  That  the  ISMA  work  with  the  Indiana 
legislature  to  implement  health  care  insurance  reform 
for  Indiana  citizens  that  will  minimize  the  use  of 
capitation,  thus  ensuring  benefit  for  Indiana  patients; 
and  be  it  further 
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RESOLVED,  That  ISMA  educate  the  citizens  of 
Indiana  about  capitation  and  how  providers  are 
incentivized  under  capitation,  as  appropriate. 


RESOLUTION  95-19 

Introduced  by: 

Referred  to: 

Action: 


Class  IV  Health  Professions 
Bureau  Regulations 

Dennis  W.  Miller,  M.D., 
Indianapolis 
Reference  Committee  3 
Adopted  as  amended 


Whereas,  the  Health  Professions  Bureau  restricts 
the  prescribing  of  Class  IV  appetite  suppressants;  and 
Whereas,  such  restrictions  allow  for  substantially 
less  care  than  is  allowed  under  the  DEA  regulation; 
and 

Whereas,  these  HPB  regulations  compromise 
effective  treatment  in  some  patients;  therefore  be  it 
RESOLVED,  That  the  ISMA  encourage  the  Medical 
Licensing  Board  of  Indiana  to  change  their  rule  on 
prescribing  Class  IV  appetite  suppressants  to  allow 
scientifically  justified  treatment  options. 


RESOLUTION  95-20 

Introduced  by: 

Referred  to: 

Action: 


ISMA  Medicare/Medicaid 
meeting 

Louis  Cantor,  M.D., 
Indianapolis 
Reference  Committee  1 
Resolution  95-16  was  adopted 
as  amended  in  lieu  of 
Resolution  95-15  and  95-20 


Whereas,  Indiana  physicians  continue  to  have 
problems  with  Medicare  and  Medicaid;  and 

Whereas,  the  Medicare/Medicaid  coalition  meet- 
ings are  a forum  to  exchange  information  with  the 
representatives  of  Medicare  and  Medicaid  on  the 
problems  physicians  are  experiencing;  and 

Whereas,  this  forum  is  utilized  to  solve  these 
problems;  and 

Whereas,  the  free  flow  of  information  between  the 
physician  community  and  representatives  of  Medicare 
and  Medicaid  should  continue;  therefore  be  it 

RESOLVED,  That  the  forum  should  be  continued 
in  its  original  format;  and  be  it  further 

RESOLVED,  That  members  in  good  standing  with 
the  ISMA  should  be  allowed  to  appoint  representa- 
tives, who  might  not  be  their  direct  employee,  to  attend 
the  coalition  meeting  on  their  behalf  at  no  charge. 


RESOLUTION  95-21 


Introduced  by: 


Referred  to: 
Action: 


Non-board  certified  members 
as  members  of  managed  care 
plans 

C.G.  Clarkson,  M.D. 

Indiana  Academy  of  Family 
Physicians 

Reference  Committee  4 
Adopted  as  amended 


Whereas,  family  physicians  are  trained  in  a variety 
of  medical  specialty  areas,  including  internal  medicine, 
pediatrics,  surgery  (general  and  subspecialty),  obstet- 
rics and  gynecology,  dermatology,  psychiatry  and 
emergency  medicine;  and 

Whereas,  active  members  of  the  Indiana  Academy 
of  Family  Physicians  are  required  to  secure  150  hours 
of  approved  CME  every  three  years  for  continued 
membership;  and 

Whereas,  the  wide  range  of  skills  possessed  by 
family  physicians  and  the  frequent  opportunities  to  use 
them  in  their  practices  enables  family  physicians  to  be 
highly  cost-effective  and  have  excellent  patient  satisfac- 
tion; and 

Whereas,  numerous  managed  care  organizations 
have  established  board  certification  as  a criteria  for 
membership;  therefore  be  it 

RESOLVED,  That  the  ISMA  join  in  a statewide 
effort  with  the  Indiana  Academy  of  Family  Physicians 
to  ensure  that  board  certification  not  be  used  as  the  sole 
criteria  for  acceptance  by  a managed  care  organization. 


RESOLUTION  95-22 

Introduced  by: 


Referred  to: 
Action: 


Reimbursement  of  screening 
studies 

Thomas  Kintanar,  M.D. 
Indiana  Academy  of  Family 
Physicians 

Reference  Committee  4 
Adopted 


Whereas,  the  continuing  health  care  and  welfare  of 
our  patients  is  of  paramount  concern  to  practicing 
physicians;  and 

Whereas,  it  is  recognized  that  in  certain  patients, 
age  and  population  demographic  data  have  proven 
that  certain  populations  are  predisposed  to  certain 
disease  processes  (i.e.  family  history  of  colon  cancer, 
heart  disease,  numerous  risk  factors,  etc);  and 

Whereas,  it  has  been  recognized  in  many  practicing 
clinicians'  offices  that  the  patients  are  finding  it  more 
and  more  difficult  to  get  insurance  reimbursement  for 
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"screening  tests";  therefore  be  it 

RESOLVED,  That  the  ISMA  advocate  that  third 
party  payers  reimburse  for  screening  studies  that  are 
scientifically  supported  (such  as  those  from  the  U.S. 
Task  Force  on  Preventive  Services). 

RESOLUTION  95-23  Resident  Medical  Society 
membership 

Introduced  by:  Resident  Medical  Society 

Referred  to:  Reference  Committee  4 

Action:  Adopted 

Whereas,  there  currently  exists  a membership 
structure  for  resident  physicians  such  that  residents 
who  currently  hold  membership  in  the  Resident 
Medical  Society  of  the  ISMA  do  not  hold  membership 
in  the  county  or  district  medical  societies;  and 
Whereas,  resident  participation  in  organized 
medicine  is  a strong  predictor  of  future  membership; 
and 

Whereas,  the  Resident  Medical  Society  wishes  to 
bring  together  all  residents  in  the  state  to  improve 
Federation  recruitment  of  resident  physicians  and 
create  a better  communication  link  with  the  county  and 
district  medical  societies;  and 

Whereas,  the  Resident  Medical  Society  currently 
gains  a delegate  to  the  ISMA  House  of  Delegates  for 
every  50  members;  and 

Whereas,  there  is  presently  no  mechanism  for 
incoming  residents  and  fellows  to  join  for  the  six 
months  (July  through  December)  of  their  first  year  in 
Indiana  unless  they  are  senior  medical  students  who 
just  graduated  from  the  Indiana  University  School  of 
Medicine;  and 

Whereas,  a one-time  membership  fee  for  county, 
district  and  state  dues  would  attract  more  resident 
members  and  has  proven  to  be  effective  through  a 
previous  pilot  program  where  a one-time  fee  for  state 
dues  was  implemented;  therefore  be  it 

RESOLVED,  that  all  resident  physicians,  who  hold 
membership  in  the  Resident  Medical  Society  or  the 
county  and  district  medical  society,  be  required  to  hold 
membership  in  the  Resident  Medical  Society  of  the 
ISMA  and  the  county  and  district  medical  societies, 
with  county  medical  society  membership  to  be  held  in 
the  county  in  which  the  resident  lives  or  works;  and  be 
it  further 

RESOLVED,  That  the  RMS  have  4 delegate  votes  in 
the  ISMA  House  of  Delegates,  and  the  resident  mem- 
bers also  be  counted  by  the  county  medical  societies 


where  the  residents  hold  membership,  for  determina- 
tion of  the  number  of  delegates  allowed  for  that 
component  society  if  they  meet  the  requirements  of  the 
ISMA  Constitution  & Bylaws;  and  be  it  further 
RESOLVED,  That  the  state  dues  structure  be 
changed  so  that  all  new  members  who  are  residents  or 
fellows,  no  matter  how  long  they  have  been  in  training, 
pay  a one-time  fee  to  the  ISMA,  which  would  cover 
their  dues  for  the  entire  training  period;  and  be  it 
further 

RESOLVED,  That  all  new  members  who  are 
residents  or  fellows  in  Indiana  be  exempt  from  paying 
county,  district  and  state  dues  from  July  to  December 
of  the  year  they  become  a member;  and  be  it  further 
RESOLVED,  That  this  resolution  shall  not  apply  to 
any  residents  or  fellows  who  have  already  joined  the 
Resident  Medical  Society  or  the  county  medical  society 
prior  to  the  adoption  of  this  resolution. 

RESOLUTION  95-24  Repeal  of  mandated  third 

trimester  syphilis  testing  for 
pregnant  women 

Introduced  by:  John  Denton,  M.D.,  Anderson 

Referred  to:  Reference  Committee  2 

Action:  Adopted 

Whereas,  a syphilis  test  is  required  to  be  performed 
in  the  first  trimester  of  pregnancy;  and 

Whereas,  a third  trimester  test  is  not  clinically 
necessary  and  is  costly  and  inconvenient  for  patients; 
and 

Whereas,  the  guidelines  of  the  Indiana  State 
Department  of  Health,  Division  of  Maternal  and  Child 
Health,  only  require  that  a serologic  screening  for 
syphilis  be  performed  on  the  initial  prenatal  care  visit; 
and 

Whereas,  the  Medicaid  administration  in  Indiana 
only  covers  a third  trimester  test  if  the  first  trimester 
test  was  positive;  and 

Whereas,  the  Medicaid  administration  based  the 
aforementioned  policy  on  the  directives  of  the  Ameri- 
can College  of  Obstetrics  and  Gynecology  and  the 
American  Academy  of  Pediatrics;  and 

Whereas,  the  American  College  of  Obstetrics  and 
Gynecology  and  the  American  Academy  of  Pediatrics 
direct  that  a third  trimester  test  should  only  be  ordered 
for  members  of  a high-risk  population;  therefore  be  it 
RESOLVED,  That  the  ISMA  introduce  a bill  to  the 
General  Assembly  for  the  1996  legislative  session  to 
repeal  the  language  of  the  Indiana  Code  (16-41-15-10) 
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that  unnecessarily  requires  the  standard  serological  test 
for  syphilis  for  women  in  third  trimester  of  pregnancy. 


RESOLUTION  95-25 

Introduced  by: 

Referred  to: 

Action: 


Do-not-resuscitate  policy 

Lake  County  Medical  Society 
Martha  Mechei,  M.D. 
Reference  Committee  2 
Referred  to  Board  of  Trustees 


Whereas,  a statewide  uniform  Do  Not  Resuscitate 
(DNR)  policy  for  use  of  emergency  medical  services 
(EMS)  personnel  does  not  exist  in  Indiana;  and 
Whereas,  such  a policy  would  benefit  all  EMS 
personnel  by  application  of  a consistent  medical 
standard;  and 

Whereas,  other  states  have  such  a policy;  and 
Whereas,  Indiana  should  develop  such  a policy: 
therefore  be  it 

RESOLVED,  That  the  ISMA  develop  legislation 
providing  for  a DNR  policy  for  statewide  use  of  basic 
and  advanced  life  support  personnel  in  the  local  EMS. 


RESOLUTION  95-26 

Introduced  by: 

Referred  to: 

Action: 


Practice  limitations 

Lake  County  Medical  Society 
Vijay  Dave,  M.D. 

Reference  Committee  1 
Adopted 


Whereas,  the  ability  to  practice  medicine  in  a 
hospital  is  based  upon  professional  staff  determination 
of  privileges;  and 

Whereas,  once  the  privilege  is  extended  its  mainte- 
nance is  appropriately  part  of  professional  staff  respon- 
sibility; and 

Whereas,  a hospital  board  may  have  ultimate 
responsibility  for  privileges  should  the  professional 
staff  fail  to  carry  out  its  responsibility;  and 

Whereas,  no  person's  privileges  should  be  re- 
stricted prior  to  appropriate  professional  review  and 
recommendation;  and 

Whereas,  hospitals  may  attempt  to  circumvent 
such  review  and  recommendation  by  utilizing  eco- 
nomic and  contractual  criteria  without  regard  for 
individual  quality;  and 

Whereas,  such  attempts  are  contrary  to  the  intent 
and  spirit  of  professional  staff  bylaws;  therefore  be  it 

RESOLVED,  That  the  AMA  support  model  hospi- 
tal-medical staff  bylaws  requiring  the  same  due 
process  in  limiting  professional  practice  for  economic 
or  contractual  reasons  as  is  followed  for  quality  rea- 


sons; and  be  it  further 

RESOLVED,  That  the  AMA  clarify  that  practice 
limitations  based  on  economic  or  contractual  reasons 
are  not  reportable  to  the  Physicians  Data  Bank. 


RESOLUTION  95-27 

Introduced  by: 

Referred  to: 

Action: 


Standard  accounting  format 

Lake  County  Medical  Society 
Frank  Hieber,  M.D. 

Reference  Committee  3 
Adopted  as  amended 


Whereas,  managed  care  entities  are  becoming 
widespread  throughout  Indiana;  and 

Whereas,  many  of  these  entities  are  businesses;  and 
Whereas,  entities  organized  for  profit  may  empha- 
size profit  over  service;  and 

Whereas,  it  is  in  the  public  interest  to  know  the 
extent  of  profit  as  compared  to  the  cost  of  services;  and 
Whereas,  a public  reporting  system  would  be  most 
expeditious;  therefore  be  it 

RESOLVED,  That  the  ISMA  determine: 

1 . Whether  the  insurance  commissioner  has 
developed  a standard  accounting  format  for  use  by  any 
HMO,  PPO  or  other  managed  care  program  operating 
within  the  state;  and 

2.  Whether  all  such  programs  utilize  such  standard 
accounting  formats  for  purposes  of  reporting;  and 

3.  Whether  each  such  program  reports  on  the 
standard  format  its  annual  income  and  expenses 
clearly  showing  its  annual  and  cumulative  surplus  due 
to  health  care  services  provided  within  the  state;  and 
be  it  further 

RESOLVED,  That  the  ISMA  actively  seek  the 
information  regarding  annual  insurance  company 
financial  disclosure  for  dissemination  to  members  as 
appropriate. 

RESOLUTION  95-28 

Introduced  by: 

Referred  to: 

Action: 


Release  of  medical 
information 

Thomas  Brubaker,  M.D., 
Griffith 

Reference  Committee  3 
Withdrawn  by  author 


Whereas,  third  party  payers,  such  as  insurance 
companies,  frequently  require  information  to  support 
claims  for  payment;  and 

Whereas,  the  standard  is  to  obtain  consent  for 
release  of  medical  information;  and 

Whereas,  direct  payment  from  patients  is  often 
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illegal  (such  as  in  Worker's  Compensation,  Medicare 
and  Medicaid)  and  prohibited  by  some  managed  care 
contracts;  therefore  be  it 

RESOLVED,  That  the  ISMA  work  for  legislation 
that  prohibits  revocation  of  a consent  for  release  of 
information  to  payers  once  services  have  been  ren- 
dered unless  payment  for  services  has  occurred. 


RESOLUTION  95-29 

Introduced  by: 

Referred  to: 

Action: 


Physician  owned  or  operated 
managed  care  programs 

Lake  County  Medical  Society 
Thomas  Brubaker,  M.D. 
Reference  Committee  1 
Adopted  in  lieu  of  Resolution 
95-7 


Whereas,  managed  care  entities  of  all  kinds  are 
becoming  more  widespread  throughout  Indiana;  and 
Whereas,  managed  care  entities  are  formed  and 
operated  by  many  different  parties  of  interest;  and 
Whereas,  entities  can  be  organized  entirely  for 
profit  and  operated  for  financial  benefit  of  individuals 
not  providing  care;  and 

Whereas,  it  would  be  in  the  best  interest  of  provid- 
ers and  patients  to  assure  that  managed  care  entities 
are  controlled  by  those  having  the  quality  care  interests 
of  the  patient  as  the  primary  goal;  and 

Whereas,  a statewide  entity  could  best  serve  the 
patient  care  interests  of  the  physicians  of  Indiana;  and 
Whereas,  the  ISMA  can  serve  as  a catalyst  for 
developing  patient  friendly  organizations;  and 

Whereas,  an  excessive  percentage  of  premium  is 
frequently  retained  for  industry  profits;  therefore  be  it 
RESOLVED,  That  the  ISMA  investigate  the  cre- 
ation of  regional  or  statewide  managed  care  programs, 
owned  and  operated,  at  least  in  part,  by  the  physicians 
of  Indiana;  and  be  it  further 

RESOLVED,  That  this  resolution  be  referred  to  the 
Board  of  Trustees  for  appropriate  implementation. 


RESOLUTION  95-30 

Introduced  by: 

Referred  to: 

Action: 


Limiting  physician 
participation 

Lake  County  Medical  Society 
Nicholas  Polite,  M.D. 
Reference  Committee  3 
Not  adopted 


Whereas,  public  funds  (including  Medicaid)  are 
available  to  the  Healthy  Start  Program;  and 

Whereas,  part  of  that  program  pays  for  delivery  by 
contracted  physicians;  and 

Whereas,  such  physician  payments  (which  do  not 
include  physician  prenatal  care)  are  more  than  for 
direct  Medicaid  payment  (which  requires  prenatal 
care);  and 

Whereas,  not  all  qualified  physicians  who  would 
like  to  participate  may  contract  with  Healthy  Start  to 
provide  services;  and 

Whereas,  such  denial  of  participation  is  improperly 
discriminatory  and  restrictive  of  quality  care;  therefore 
be  it 

RESOLVED,  That  the  ISMA  support  legislation 
and  regulations  preventing  differing  Medicaid  pay- 
ment levels  for  similar  services  by  the  same  medical 
specialty,  based  upon  any  plan  limiting  open  participa- 
tion by  all  members  of  the  specialty  meeting  the 
qualifications;  and  be  it  further 

RESOLVED,  That  the  ISMA  support  changes  to 
Indiana  legislation  and  regulations  to  require  a pro- 
gram, like  Healthy  Start,  to  allow  any  physician 
qualified  and  willing  to  provide  medical  services,  like 
those  provided  under  the  program,  to  participate  to  the 
same  extent  as  any  other  physician  in  the  program. 


RESOLUTION  95-31 


Introduced  by: 
Referred  to: 
Action: 


Physician  protection  against 
managed  care  retaliation  for 
acting  as  patient  advocates 

Fort  Wayne  Medical  Society 
Reference  Committee  3 
Adopted  as  amended 


Whereas,  Indiana  is  now  seeing  an  increase  in 
managed  care  agreements;  and 

Whereas,  capitation,  which  is  inherent  in  many  of 
these  agreements,  limits  the  physician's  ability  to 
provide  care  which  meets  the  patients'  needs  in  some 
cases;  and 

Whereas,  physicians  acting  as  patient  advocates, 
who  speak  out  in  objection  to  the  effect  of  those  limits 
on  patient  care  may  be  subject  to  retaliation;  and 
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Whereas,  a physician  may  be  deselected  from  a 
managed  care  arrangement  solely  for  being  a patient 
advocate;  and 

Whereas,  the  state  of  California  has  already 
enacted  protection  for  physicians  as  patient  advocates; 
therefore  be  it 

RESOLVED,  That  the  ISMA  petition  the  Indiana 
State  Legislature  to  enact  legislation  which  would 
provide  relief  to  physicians  subject  to  retaliation  for 
acting  as  patient  care  advocates. 


RESOLUTION  95-32 

Introduced  by: 

Referred  to: 

Action: 


Physician-specific  data  release 

Vanderburgh  County  Medical 
Society 

Reference  Committee  1 
Adopted 


Whereas,  business  coalitions  exist  in  at  least  Fort 
Wayne,  Indianapolis,  Evansville  and  northern  Indiana; 
and 

Whereas,  these  business  coalitions  are  linked  to  the 
Mid  West  Business  Coalition  out  of  Illinois;  and 

Whereas,  these  coalitions  have  as  one  of  their 
primary  goals  the  release  of  physician-specific  out- 
comes data  to  employers  and  their  employees  (our 
patients);  and 

Whereas,  these  discussions  will  occur  in  each 
community  at  different  times  and  under  different 
circumstances;  and 

Whereas,  the  mechanisms  to  measure  this  data  are 
inaccurate  and  prone  to  problems;  and 

Whereas,  there  is  some  question  as  to  the  protec- 
tion of  physician-specific  outcomes  data  as  peer  review 
information  and  therefore  not  subject  to  public  release 
under  existing  Indiana  law;  and 

Whereas,  the  Health  Care  Quality  Improvement 
Act  of  1985  addresses  the  release  of  physician-specific 
data;  and 

Whereas,  other  areas  have  successfully  avoided  the 
release  of  physician-specific  outcomes  data;  therefore 
be  it 

RESOLVED,  that  the  ISMA  legal  staff  research  and 
disseminate  immediately  to  county  medical  society 
executives  with  follow-up  release  to  physicians  the 
current  legal  opinions  and  activities  of  other  states  on 
the  issue  of  physician-specific  data  release;  and  be  it 
further 

RESOLVED,  that  the  ISMA  formulate  a position 
based  on  this  information. 


RESOLUTION  95-33 

Introduced  by: 

Referred  to: 

Action: 


Modification  of  the  Indiana 
peer  review  statute 

Vanderburgh  County  Medical 
Society 

Reference  Committee  3 
Referred  to  Board  of  Trustees 


Whereas,  the  Indiana  Peer  Review  Statutes  (I.C.  34- 
4-12.6)  provide  immunity  to  individuals  who  partici- 
pate in  peer  review  activities  and  who  meet  the  statu- 
tory requirements;  and 

Whereas,  Physician's  Assistance  Committees 
(PACs)  or  impaired  Physicians  Committees  are  gener- 
ally organized  under  the  Indiana  Peer  Review  Statutes; 
and 

Whereas,  in  some  instances,  individuals  may  come 
forward  to  the  PAC  with  information  regarding  a 
potentially  impaired  physician  if  they  can  remain 
anonymous;  and 

Whereas,  Section  34-4-12.6-2  (d)  recognizes  that  a 
provider  “under  investigation"  has  access  to  his/her 
accumulated  records  regarding  the  provider's  personal 
practice  from  the  peer  review  committee,  in  this  case 
the  PAC;  and 

Whereas,  this  provision  has  the  capability  to  void 
the  anonymity  of  the  informant  and  therefore  greatly 
diminish  the  likelihood  of  individuals  coming  forward 
without  the  protection  of  their  identity  and,  in  some 
cases,  endanger  that  individual;  therefore  be  it 

RESOLVED,  that  ISMA  draft  legislation  that  may 
amend  the  Peer  Review  Statute  to  recognize  that,  in 
special  circumstances  such  as  a Physician's  Assistance 
Committee  or  an  Impaired  Physician's  Committee,  the 
identity  of  an  informant  may  be  protected  under  the 
statute;  and  be  it  further 

RESOLVED,  that  ISMA  review  the  entire  statute  to 
ensure  that  language,  particularly  the  term  "under 
investigation,"  is  reasonable  in  the  context  of  Physician 
Assistance  Committees  and  their  important  activities  in 
early  identification  of  physicians  impaired  by  psychiat- 
ric illness,  psychoactive  substance  abuse/dependency 
or  physical  illness. 
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RESOLUTION  95-34 

Introduced  by: 

Referred  to: 

Action: 


Reaffirmation  of  the 
provisions  of  the  Patient 
Protection  Act 

Vanderburgh  County  Medical 
Society 

Reference  Committee  1 
Adopted 


Whereas,  the  ISMA  House  of  Delegates  adopted 
resolution  94-15  in  1994,  which  called  for  the  elements 
of  the  AMA's  Patient  Protection  Act  to  become  a 
legislative  initiative  of  the  ISMA  in  the  1995  Indiana 
legislature  to  protect  the  rights  and  choices  of  Indiana 
patients  and  their  physicians;  and 

Whereas,  elements  of  the  AMA's  Patient  Protection 
Act  were  in  fact  introduced  as  bills  in  the  1995  legisla- 
tive session;  and 

Whereas,  this  legislation  did  not  pass  out  of 
committee;  and 

Whereas,  the  need  for  statutory  protections  of  the 
rights  and  choices  of  Indiana  patients  has  certainly 
increased  in  the  past  year;  therefore  be  it 

RESOLVED,  That  the  ISMA  reaffirm  its  support  of 
the  concepts  and  elements  of  the  Patient  Protection  Act 
and  once  again  mount  a legislative  initiative  to  cause 
its  passage  in  the  1996  legislative  session. 


RESOLUTION  95-35 

Introduced  by: 

Referred  to: 

Action: 


Ameritech's  Caller  ID 

Vanderburgh  County  Medical 
Society 

Reference  Committee  4 
Adopted  as  amended 


Whereas,  Ameritech  offers  for  a fee  a new  service 
to  all  customers  called  "Caller  ID"  which  allows  people 
to  know  who  is  calling  them  before  they  answer  their 
telephone;  and 

Whereas,  the  identification  of  the  caller  is  accom- 
plished by  a small  device  that  is  placed  between  the 
telephone  and  wall  jack  which  is  capable  of  displaying 
the  phone  number  and  name  of  the  person  calling 
before  the  telephone  is  answered;  and 

Whereas,  physicians  frequently  communicate  with 
patients  in  on-call  situations  from  either  their  home  or 
their  private  office  numbers;  and 

Whereas,  it  is  not  inconceivable  that  a narcotics- 
seeking  patient  might  phone  through  the  answering 
service  to  an  on-call  physician  who  might  return  that 
patient's  call  only  to  have  his/her  private  phone 
number  forever  available  to  this  patient;  and 


Whereas,  many  people  pay  for  the  extra  privacy  of 
an  unlisted  and/or  non-published  number;  and 
Whereas,  the  Caller  ID  service  not  only  negates 
these  services  and  violates  the  privacy  of  those  who 
pay  for  them  but  also  enables  those  who  have  the 
Caller  ID  services  to  dial  a three-character  prefix  and 
recall  the  last  caller's  number;  and 

Whereas,  while  Ameritech  provides  each  customer 
with  the  option  of  dialing  a three-character  prefix  prior 
to  dialing  the  actual  telephone  number  which  then 
blocks  the  Caller  ID  function,  this  is  at  best  an  inconve- 
nience and,  in  cases  of  some  PBX  type  of  telephone 
systems  in  offices  or  hospitals,  is  not  possible;  and 
Whereas,  Indiana  is  one  of  only  a handful  of  states 
which  does  not  have  a provision  for  blocking  Caller  ID 
other  than  the  three-character  prefix;  and 

Whereas,  the  Federal  Communications  Commis- 
sion has  recently  come  to  recognize  the  potential  for 
use  of  Caller  ID  by  an  abusive  spouse  to  track  down 
the  abused  spouse  or  to  at  least  have  an  easy  mecha- 
nism to  harass  the  abused  spouse;  therefore  be  it 

RESOLVED,  that  ISMA  contact  Ameritech  and  all 
other  telecommunications  companies  and  with  the 
force  of  its  membership  request  that  all  customers  be 
offered,  at  no  charge,  the  option  to  block  Caller  ID. 


RESOLUTION  95-36 

Introduced  by: 

Referred  to: 

Action: 


Provider  representative 

Vanderburgh  County  Medical 
Society 

Reference  Committee  4 
Adopted  as  amended 


Whereas,  large  insurance  conglomerates  are 
purchasing  smaller  companies;  and 

Whereas,  this  is  resulting  in  a consolidation  of 
insurance  companies  who  then  have  the  ability  to 
control  large  segments  of  the  provider  market  by  virtue 
of  their  market  dominance;  and 

Whereas,  this  control  is  manifested  in  unreasonable 
requests  for  procedure  justification  as  well  as  routine 
denial  of  care  and  denial  of  claims;  and 

Whereas,  the  physician  is  entrusted  and  charged 
with  patient  care  responsibility  and  is  the  qualified 
patient  advocate;  and 

Whereas,  there  is  an  insulation  of  the  insurance 
carriers  and  no  recourse  for  the  physician  and  his/her 
patient  in  these  instances;  and 

Whereas,  the  commissioner  of  insurance  of  the 
state  of  Indiana  only  responds  to  patient  or  insurance 
company  inquiries,  and  not  to  physician  concerns  as 
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the  primary  care  giver,  about  denials  of  care; 
therefore  be  it 

RESOLVED,  That  the  ISMA  encourage  the  com- 
missioner of  insurance  of  the  state  of  Indiana  to  estab- 
lish and  fund  a provider  representative  within  that 
office  who  would  oversee  and  be  responsible  to 
providers  for  review  and  adjudication  of  unreasonable 
practices  by  insurers  including,  but  not  limited  to, 
unreasonable  requests  for  procedure  justification  and 
denials  of  care  or  claims. 


RESOLUTION  95-37 

Introduced  by: 
Referred  to: 

Action: 


Injuries  from  fireworks 

Boone  County  Medical  Society 
Reference  Committee  2 
Adopted  as  amended 


Whereas,  public  fireworks  displays  are  prepared 
and  executed  by  persons  trained  in  safe  methods;  and 
Whereas,  each  year  more  than  3,000  children  suffer 
eye  damages  from  fireworks.  The  typical  victim  is 
male,  age  13-15;  and 

Whereas,  bottle  rockets  cause  83%  of  eye  injuries. 
Bottle  rockets  can  shoot  in  erratic  and  unpredictable 
directions.  Other  rockets  can  be  even  more  dangerous. 
Smaller  bottle  rockets  can  be  propelled  at  35-75  mph. 
Large  ones  take  off  at  200  mph;  and 

Whereas,  class  C fireworks,  including  bottle 
rockets,  are  legal  in  30  states.  In  states  that  have  banned 
fireworks,  people  are  still  hurt  by  "bootleg"  fireworks 
brought  from  other  states;  and 

Whereas,  only  a nationwide  prohibition  and  strict 
enforcement  will  reduce  the  tragic  toll;  and 

Whereas,  the  fireworks  lobby  is  interested  in 
legislation  to  liberalize  sales  of  fireworks  without  risk 
or  responsibility  for  fireworks  injuries;  and 

Whereas,  some  state  legislatures  have  established 
legislation  to  limit  fireworks  injuries;  therefore  be  it 
RESOLVED,  That  legislation  be  supported  to 
curtail  or  eliminate  sales  of  fireworks;  and  be  it  further 
RESOLVED,  That  the  ISMA  consider  a resolution 
to  submit  to  the  AMA  to  seek  similar  federal  legisla- 
tion; and  be  it  further 

RESOLVED,  That  the  ISMA  support,  through  any 
means  possible,  an  education  program  at  the  grade 
school  and  high  school  level,  that  addresses  the  dan- 
gers of  fireworks  and  especially  the  ocular  injuries 
caused  by  bottle  rockets. 


RESOLUTION  95-38 

Introduced  by: 


Referred  to: 
Action: 


Medicaid  reform 

Indiana  Chapter  of  the 
American  College  of 
Emergency  Physicians 
Reference  Committee  4 
Adopted 


Whereas,  42  U.S.C.  1935dd  mandates  a medical 
screening  exam  for  all  patients  presenting  to  any 
emergency  department  requesting  care;  and 

Whereas,  the  screening  exam  must  also  avail  itself 
to  all  hospital  ancillary  services  including  lab  and  x- 
ray;  and 

Whereas,  Indiana's  Office  of  Medicaid  Policy  and 
Planning  has  established  a new  Risk  Based  Managed 
Care  program,  which  refuses  payment  for  emergency 
physicians  when  the  visit  is  deemed  "routine";  and 
Whereas,  these  policies  will  result  in  decreased 
access  to  emergency  departments  for  Medicaid  patients 
and  will  offer  no  reimbursement  mechanism  for 
emergency  physicians;  therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical 
Association  will  work  with  the  governor's  office  and 
the  Indiana  General  Assembly  to  ensure  access  to  the 
emergency  department  for  all  Medicaid  patients  and 
ensure  a mechanism  of  reimbursement  for  emergency 
physicians  for  all  patients  evaluated  in  the  emergency 
department. 


RESOLUTION  95-39 

Introduced  by: 

Referred  to: 

Action: 

Whereas,  Section  153  of  the  Intermodal  Surface 
Transportation  Efficiency  Act  of  1991  (ISTEA),  a 
program  created  several  years  ago  to  encourage  states 
to  enact  a safety  belt  and  all-rider  motorcycle  helmet 
use  law  that  is  unique  in  that  it  does  not  sanction 
states,  and  therefore  our  state  will  not  lose  a penny  of 
federal  funds;  and 

Whereas,  Section  153  is  a priority  of  the  health, 
safety  and  business  community  and  hundreds  of 
groups  representing  hundreds  of  thousands  of  Ameri- 
cans support  this  program  and  have  worked  for  its 
implementation;  and 

Whereas,  it  is  our  opinion  that  our  state's  resources 
would  be  better  spent  helping  our  own  state  comply 


Helmet  legislation 

Indiana  Chapter  American 
College  of  Emergency 
Physicians 

Reference  Committee  2 
Withdrawn  by  author 
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with  Section  153,  rather  than  attempting  to  undermine 
this  program;  and 

Whereas,  in  a poll  conducted  by  The  Indianapolis 
Star,  over  70%  of  Hoosiers  support  a mandatory  helmet 
law;  and 

Whereas,  at  a time  when  everyone  is  concerned 
with  rising  health  care  costs,  a basic  injury  prevention 
program  that  will  help  lessen  the  burdens  of  our 
emergency  departments,  hospitals,  rehabilitation 
centers  and  welfare  programs  should  be  a priority;  and 

Whereas,  taxpayers  pick  up  much  of  the  bill  for 
people  who  are  injured  in  motor  vehicle  crashes  and 
pay  up  to  80%  of  the  cost  for  injured  motorcyclists;  and 

Whereas,  mandatory  safety  belt  and  helmet  use  is 
proven  to  prevent  injuries  and  deaths.  According  to 
NHTSA,  with  100%  motorcycle  helmet  use,  our  state 
would  have  saved  18  lives  and  $17.9  million  in  1992 
alone,  and  210  lives  and  $228.1  million  between  1984 
and  1994;  therefore  be  it 

RESOLVED,  That  the  state  of  Indiana  needs  an  all- 
rider motorcycle  helmet  use  law,  and  that  the  ISMA 
support  Section  153  and  seek  enactment  of  a new  state 
all-rider  motorcycle  helmet  law. 

RESOLUTION  95-40  Health  care  worker  violence 

Introduced  by:  Indiana  Chapter  of  the 

American  College  of 
Emergency  Physicians 
Referred  to:  Reference  Committee  3 

Action:  Adopted  as  amended 

Whereas,  violence  against  health  care  workers  has 
resulted  in  death  and  injury  of  emergency  personnel, 
including  three  physicians  in  1993  at  USC  Medical 
Center;  and 

Whereas,  such  incidents  of  violence  are  common 
(1992  survey  of  103  California  hospitals  found  that  58% 
of  respondents  reported  injuries  to  staff,  visitors  or 
other  patients  that  were  related  to  acts  of  violence,  and 
41%  of  the  time  the  weapon  was  a gun;  and  a 1991 
survey  of  emergency  nurses  found  that  67%  have 
reported  at  least  one  assault  during  their  careers); 
therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical 
Association  work  with  the  Indiana  State  Nurses 
Association  and  the  Indiana  Paramedics  Association  to 
support  legislation  calling  for  stiffer  criminal  penalties 
for  physical  assault  of  health  care  workers  in  the 
carrying  out  of  their  professional  duties;  and  be  it 
further 


RESOLVED,  That  ISMA  support  educational 
efforts  on  the  prevention  of  assault  on  health  care 
workers. 

RESOLUTION  95-41  Poison  control  centers 

Introduced  by:  Indiana  Chapter  of  the 

American  College  of 
Emergency  Physicians 
Referred  to:  Reference  Committee  2 

Action:  Adopted 

Whereas,  there  were  over  1.5  million  calls  to  Poison 
Control  Centers  in  1989  and  estimates  of  actual  poison- 
ings were  over  twice  that  amount;  and 

Whereas,  a majority  of  the  poisonings  reported 
were  in  children  under  the  age  of  five,  and  80-90%  of 
child  and  adult  poisonings  result  in  hospital  admis- 
sions; and 

Whereas,  Methodist  Hospital  of  Indianapolis  is 
currently  the  only  poison  control  center  operating  in 
Indiana  and  it  is  severely  financially  strained;  therefore 
be  it 

RESOLVED,  That  the  Indiana  State  Medical 
Association  support  the  concept  of  a statewide  poison 
control  system;  and  be  it  further 

RESOLVED,  That  the  ISMA  advocate  for  adequate 
state  funding  for  the  poison  control  center. 

RESOLUTION  95-42A  Electronic  filing 

Introduced  by:  Delaware-Blackford  County 

Medical  Society  and 
David  Dersch,  M.D. 

Referred  to:  Reference  Committee  4 

Action:  Adopted  substitute  Resolution 

95-42A  instead  of  95-42  and 
95-46 

Whereas,  medical  practice  parameters,  including 
reimbursement  procedures,  are  constantly  changing  to 
improve  the  quality  of  medical  care,  to  increase  the 
efficiency  of  third  party  reimbursements  and  to  keep 
from  unnecessarily  having  to  increase  the  costs  related 
to  these;  and 

Whereas,  Medicare  and  Medicaid  programs 
discriminate  by  requiring  special  consent  forms  for 
sterilization  and  hysterectomy  procedures  to  accom- 
pany reimbursement  requests  for  these  procedures; 
and 

Whereas,  this  requirement  makes  it  impossible  to 
file  electronically,  thereby  resulting  in  increased 
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inefficiency  and  increased  cost  to  process  reimburse- 
ments; and 

Whereas,  it  would  be  more  efficient  and  cost 
effective  if  all  patient  care  reimbursement,  whether  the 
patient  be  insured  by  Medicaid,  Medicare  or  private 
insurance  companies,  could  be  filed  electronically; 
therefore  be  it 

RESOLVED,  That  the  ISMA  work  with  Health  and 
Human  Services  to  change  the  Medicare  and  Medicaid 
reimbursement  policy  for  patients  who  receive  hyster- 
ectomy or  sterilization  procedures  so  that  all  reim- 
bursements can  be  processed  electronically;  and  be  it 
further 

RESOLVED,  That  the  ISMA  work  with  Medicaid  to 
allow  physicians  to  use  the  HCFA  1500  form  for  all 
Medicaid  claims  so  they  can  file  electronically. 


RESOLUTION  95-43 

Introduced  by: 


Referred  to: 
Action: 


Pre-authorization  consent 
forms 

Delaware-Blackford  County 
Medical  Society  and 
David  Dersch,  M.D. 
Reference  Committee  4 
Adopted  as  amended 


WTiereas,  A recent  congressional  study  revealed 
that  half  of  all  major  insurance  companies  are  known 
to  deny  health,  life  and  other  types  of  insurance 
coverage  to  victims  of  domestic  violence  and  abuse 
because  having  a history  of  abuse  makes  the  victims  a 
bad  insurance  risk; 

Whereas,  The  fear  of  denial  of  insurance  coverage 
may  discourage  victims  of  domestic  violence  and  abuse 
from  reporting  the  abuse  to  their  doctors  and  to  law 
enforcement  agencies;  and 

Whereas,  At  least  16  states  now  prohibit  insurance 
discrimination  against  victims  of  domestic  violence 
and  abuse;  therefore  be  it 

RESOLVED,  That  ISMA  oppose  the  denial  of 
insurance  coverage  to  victims  of  domestic  violence  and 
abuse  and  seek  and  support  state  legislation  to  prohibit 
such  discrimination. 

RESOLUTION  95-45 

Introduced  by: 

Referred  to: 

Action: 


Regulation  of  medicine 

Indiana  Roentgen  Society 
Michael  A.  Kinzer,  M.D., 
President 

Reference  Committee  3 
Referred  to  Board  of  Trustees 


Whereas,  consent  forms  are  necessary  for  the 
medical  records;  and 

Whereas,  Medicaid  requires  pre-authorization  by 
written  consent  to  the  state  agency;  and 

Whereas,  private  insurance  companies  pre-autho- 
rize  by  telephone  using  a confirmation  code  number; 
therefore  be  it 

RESOLVED,  That  the  ISMA  work  with  Medicaid  to 
make  preauthorization  available  by  phone. 


RESOLUTION  95-44 

Introduced  by: 


Referred  to: 
Action: 


Insurance  discrimination 
against  victims  of  domestic 
violence 

Indiana  Chapter,  American 
College  of  Emergency 
Physicians  and 
John  McGoff,  M.D. 
Reference  Committee  3 
Adopted 


Whereas,  Domestic  violence  and  abuse  is  the  single 
most  common  cause  of  injury  to  women;  and 

Whereas,  The  lack  of  appropriate  resources  has 
resulted  in  inadequate  medical,  social  and  legal  ser- 
vices for  victims  of  domestic  violence  and  abuse;  and 


Whereas,  technological  forces  are  converging  to 
transform  telemedicine  into  a permanent,  useful  and 
affordable  tool  for  physicians  and  health  care  net- 
works, particularly  in  rural  and  underserved  areas;  and 
Whereas,  patients  are  entitled  to  receive  the  highest 
quality  of  medical  care  from  their  physicians,  no  matter 
if  that  care  is  rendered  face  to  face  or  via  telemedicine; 
and 

Whereas,  a physician  is  required  to  hold  an  Indiana 
license  in  order  to  practice  medicine  in  this  state  and 
telemedicine  involves  this  practice;  and 

Whereas,  the  state  of  Indiana  has  no  legal  mecha- 
nism by  which  to  regulate  non-resident  physicians  who 
are  practicing  telemedicine  on  patients  located  in 
Indiana;  and 

Whereas,  the  ability  of  the  state  to  discipline  such 
practitioners  is  both  necessary  and  desirable  for  the 
protection  of  the  citizens  of  this  state  and  for  the  public 
interest,  health,  welfare  and  safety;  therefore  be  it 
RESOLVED,  That  ISMA  support  legislation  to 
regulate  non-resident  physicians  who  practice 
telemedicine  on  patients  in  this  state. 

RESOLUTION  95-46  Use  of  HCFA  1500  form  by 

/ 
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Introduced  by: 


Referred  to: 
Action: 


Medicaid 

Delaware-Blackford  County 
Medical  Society  and 
David  Dersch,  M.D. 

Reference  Committee  4 
Adopted  substitute  Resolution 
95-42A  in  lieu  of  95-46 


Whereas,  Medicaid  agreed  to  the  use  of  the  HCFA 
form,  and  the  Medicaid  standards  for  information 
reporting  do  not  conform  to  the  HCFA  1500  form;  and 
Whereas,  it  is  impossible  to  record  data  electroni- 
cally using  the  information  reporting  form  that  Medic- 
aid requires,  thereby  increasing  processing  costs  and 
inefficiency;  therefore  be  it 

RESOLVED,  That  the  ISMA  work  with  Medicaid  to 
allow  physicians  to  use  the  HCFA  1500  form  for  all 
Medicaid  claims  so  they  can  file  electronically. 

RESOLUTION  95-47A  Young  Physician  Society 

Introduced  by:  Marc  Duerden,  M.D. 

Young  Physician  Ad-Hoc 
Committee 

Referred  to:  Reference  Committee  4 

Action:  Adopted  substitute 

Resolution  95-47A 

Whereas,  young  physician  organizations  have  been 
established  to  promote  involvement  of  all  physicians 
under  the  age  of  40  or  in  the  first  five  years  of  practice; 
and 

Whereas,  the  American  Medical  Association  has 
created  a Young  Physician  Section  and  has  encouraged 
all  state  societies  to  develop  similar  organizations;  and 
Whereas,  active  participation  of  the  membership  is 
crucial  to  the  success  of  the  Indiana  State  Medical 
Association  and  to  its  goals  to  enhance  the  leadership 
skills  of  its  members  and  to  increase  member  participa- 
tion from  different  segments  of  the  physician  popula- 
tion; and 

Whereas,  the  ISMA  has  created  an  ad  hoc  commit- 
tee to  evaluate  ways  to  better  serve  the  young  physi- 
cians in  Indiana;  therefore  be  it 

RESOLVED,  That  the  ISMA  create  a component 
society  of  at  least  50  new  ISMA  members  which  qualify 
as  young  physicians  under  40  years  of  age  and/ or  in 
the  first  five  years  of  practice.  This  component  society 
will  have  one  vote  in  the  ISMA  House  of  Delegates. 


RESOLUTION  95-48 


Medical  liability  coverage  for 


jail  and  prison  physicians 

Introduced  by:  Daniel  H.  Cannon,  M.D.,  Floyd 

County 

Referred  to:  Reference  Committee  3 

Action:  Adopted  as  amended 

Whereas,  the  attorney  general's  office  has  indicated 
it  will  no  longer  provide  medical  liability  coverage  for 
independent  contractor  physicians  who  treat  inmates 
in  prisons  and  jails  in  Indiana;  and 

Whereas,  the  medical  liability  companies  in 
Indiana  have  stopped  writing  coverage  for  these 
physicians;  therefore  be  it 

RESOLVED,  That  the  ISMA  support  legislation 
that  will  address  civil  liability  coverage  for  physicians 
who  provide  care  to  jail  and  prison  inmates. 


RESOLUTION  95-49 


Introduced  by: 
Referred  to: 
Action: 


Tax-exempt  hospitals 
competing  against  tax-paying 
health  care  providers 

District  5 Medical  Society 
Reference  Committee  3 
Referred  to  Board  of  Trustees 
for  study  and  report  back  to 
House  of  Delegates 


Whereas,  tax-exempt  hospitals  throughout  the 
state  of  Indiana  and  the  nation  are  competing  against 
tax-paying  health  care  providers  in  the  delivery  of  out- 
patient health  care  services;  and 

Whereas,  this  is  unfair  competition  with  the  tax- 
exempt  hospital  having  a 40-50%  tax  advantage  over 
the  tax-paying  provider;  and 

Whereas,  it  is  also  unfair  to  taxpayers  and  health 
care  consumers  since  tax-exempt  hospitals  could  better 
use  these  extra  funds  to  reduce  the  cost  of  health  care 
to  the  general  public  instead  of  using  them  to  build 
unneeded  health  care  facilities  that  compete  directly 
against  private  practitioners  and  hospitals  who  do  pay 
taxes;  and 

Whereas,  the  day  is  long  gone  when  hospitals  were 
charitable  institutions  as  they  originally  were  at  their 
tax-free  inception  in  the  late  1800s  and  early  1900s, 
when  they  did  render  charitable  care,  but  now,  with 
the  inception  of  welfare  and  Medicaid,  private  insur- 
ance money  and  Medicare,  they  have  as  many  or  more 
financial  resources  as  any  health  care  provider  and  are 
no  longer  in  need  of  their  tax-exempt  status;  and 

Whereas,  they  are  abusing  their  tax-exempt  status 
by  using  these  county,  state  and  federal  moneys  to 
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build  ever  bigger  and  bigger  institutions,  and  to 
compete  more  and  more  with  those  who  provide  the 
tax  moneys  upon  which  they  depend;  therefore  be  it 
RESOLVED,  That  the  District  5 Medical  Society  go 
on  record  stating  that  they  think  every  tax  exempt 
hospital  in  the  state  of  Indiana  should  pay  state  income 
tax  and  county  tax;  and  be  it  further 

RESOLVED,  That  they  should  also  be  paying 
federal  income  tax  just  as  all  private  health  care  provid- 
ers do;  and  be  it  further 

RESOLVED,  That  the  state  of  Indiana  establish  a 
certificate  of  need  legislation  for  any  hospital  construc- 
tion, in-patient  or  out-patient. 


RESOLUTION  95-50 

Introduced  by: 
Referred  to: 

Action: 


ISM  A/  Indiana  Hospital 
Association  joint  venture 

ISMA  Executive  Committee 
Reference  Committee  1 
Adopted  as  amended 


Whereas,  there  currently  exists  business  coalitions 
that  have  been  requesting  outcome,  utilization  and 
other  kinds  of  information  from  physicians  with 
increasing  influence;  and 

Whereas,  some  state  legislatures  have  mandated 
the  collection  of  such  information;  and 

Whereas,  the  Indiana  State  Department  of  Health  is 
piloting  a data  collection  project  and  will  serve  as  a 
future  source  for  some  community  health  status 
information  requested  by  purchasers  through  the 
Indiana  Health  Data  Center;  and 

Whereas,  the  American  Medical  Association  is 
aware  of  this  national  trend  to  collect  physician  specific 
data  and  has  created  guidelines  for  protecting  physi- 
cian and  patient  information  while  still  maintaining  the 
usefulness  of  such  information;  and 

Whereas,  the  future  of  collecting  health  data 
without  a state  mandate  is  unclear  and  may  soon  be 
out  of  the  hands  of  Indiana  physicians;  and 

Whereas,  the  Indiana  State  Medical  Association  is 
currently  in  the  position  to  influence  and  control  the 
flow  of  health  data  on  behalf  of  Indiana  physicians  if 
given  the  ability  to  do  so  during  this  small  window  of 
opportunity;  and 

Whereas,  the  Indiana  State  Medical  Association 
should  work  for  the  best  interests  of  Indiana  physicians 
in  the  collection  of  health  data;  therefore  be  it 
RESOLVED,  That  the  Indiana  State  Medical 
Association  work  jointly  with  the  Indiana  Hospital 
Association  in  order  to  educate  Indiana  physicians  and 


to  create  the  means  to  collect  health  data;  and  be  it 
further 

RESOLVED,  That  the  Indiana  State  Medical 
Association  demand  that  the  information  be  accurate 
and  reliable  prior  to  any  dissemination  of  information; 
and  be  it  further 

RESOLVED,  That  the  ISMA  House  of  Delegates 
approve  the  funds  to  participate  in  this  project  with  the 
Indiana  Hospital  Association  for  the  betterment  of 
Indiana  physicians  and  the  medical  profession;  and  be 
it  further 

RESOLVED,  That  individual  physicians  have  the 
opportunity  to  respond  to  data  indicating  that  he  or 
she  is  an  outlier  prior  to  release  of  this  data  to  the 
public. 


RESOLUTION  95-51 

Introduced  by: 

Referred  to: 

Action: 


Medical  license  fees 

Douglas  W.  Morrell,  M.D., 
Rushville 

Reference  Committee  3 
Adopted  as  amended 


Whereas,  the  Indiana  Medical  Licensing  Board  has 
limited  resources  to  investigate  medical  liability,  fraud 
and  abuse  cases;  and 

Whereas,  a strong  and  informed  Indiana  Medical 
Licensing  Board  would  be  of  great  benefit  to  both  the 
medical  community  as  well  as  the  public  at  large; 
therefore  be  it 

RESOLVED,  That  the  medical  license  fees  paid  by 
all  physicians  be  put  in  a dedicated  fund  for  the 
exclusive  use  of  the  Medical  Licensing  Board  so  it  will 
have  adequate  funds  to  perform  its  mission  of  protect- 
ing the  public. 


RESOLUTION  95-52 

Introduced  by: 

Referred  to: 

Action: 


Block  grants 

Timothy  N.  Brown,  M.D., 
Crawfordsville 
Reference  Committee  1 
Adopted 


Whereas,  Congress  is  considering  restructuring  the 
Medicaid  program  to  include  payments  to  the  states  in 
the  form  of  block  grants;  and 

Whereas,  physicians  should  provide  input  on  the 
implementation  of  the  block  grants;  therefore  be  it 

RESOLVED,  That  the  ISMA  seek  as  public  policy  a 
partnership  with  physicians,  public  health  officials, 
employers  and  state  government  to  work  on  block 
grants  for  the  care  of  the  citizens  of  the  state  of  Indiana; 


60 


INDIANA  MEDICINE/January/February  1996 


■ resolutions 


and  therefore  be  it  further 

RESOLVED,  That  the  partnership  also  work  to 
identify  outcomes  measures  and  establish  reporting 
mechanisms  for  identifying  benchmarks  for  attaining 
optimal  patient  health  outcomes;  and  therefore  be  it 
further 

RESOLVED,  That  incentive  programs  be  estab- 
lished to  encourage  providers  to  achieve  the  bench- 
marks. 

RESOLUTION  95-53  Resolution  of  appreciation  to 
honor  J.  William  Wright  II, 
M.D. 

Whereas,  Dr.  J.  William  Wright's  insight  and 
leadership  in  assisting  the  ISMA's  legislative  effort  to 
enact  the  Indiana  Medical  Malpractice  Act  resulted  in 
landmark  tort  reform  that  went  into  law  in  April  1975 
and  has  lasted  for  two  decades;  and 

Whereas,  Dr.  Wright  has  provided  ongoing  finan- 
cial contributions  and  his  personal  efforts  to  preserve 
INCAP;  and 

Whereas,  all  Indiana  physicians  have  experienced 
the  loss  of  a physician  leader  and  grassroots  organizer 
whose  efforts  have  benefited  all  patients  in  Indiana; 
therefore  be  it 

RESOLVED,  That  this  1995  ISM  A House  of  Del- 
egates publicly  acknowledge  their  grateful  apprecia- 
tion for  the  extensive  contributions  of  J.  William 
Wright  II,  M.D.,  which  continue  to  provide  benefit  to 
all  Indiana  physicians  and  their  patients. 

RESOLUTION  95-54  Resolution  of  appreciation  to 
honor  Walter  J.  Daly,  M.D. 

Walter  J.  Daly,  M.D.,  is  a Hoosier  from  Delaware 
County  that  has  served  his  state  with  distinction, 
perseverance  and  prudence. 

He  attended  Indiana  University  at  Bloomington 
and  was  a physiology  assistant  to  Paul  Harmon, 
professor  and  chairman  of  the  department.  He  gradu- 
ated at  the  top  of  his  class  from  Indiana  University 


School  of  Medicine  in  1955.  He  served  an  internship 
and  residency  in  internal  medicine  at  Long  Hospital, 
and  the  Indiana  University  Medical  Center  in  1955, 
1956, 1957,  and  1959-60.  He  was  a special  post-doctoral 
fellow  in  pulmonary  medicine  from  1960-62  with  John 
Hickam,  M.D.,  and  was  a captain  in  the  U.S.  Army 
from  1957-1959. 

For  13  years  prior  to  assuming  the  deanship,  he 
was  the  James  O.  Ritchy  Professor  and  chairman  of  the 
department  of  internal  medicine.  He  served  on  the 
AMA  residency  review  committee  and  the  liaison 
committee  with  internal  medicine.  On  Walter's  watch 
as  dean  from  1983-1995,  the  school  sustained  and 
gained  international  leadership  in  education,  research 
and  service. 

Walter  Daly's  understanding,  candor  and  commit- 
ment have  benefited  each  of  us  and  people  worldwide. 
For  all  of  this,  the  members  of  the  ISMA  express  their 
thanks  and  best  wishes  for  his  continued  commitment 
to  excellence. 

RESOLUTION  95-55  Resolution  of  appreciation  for 
Marvin  E.  Priddy,  M.D. 

Whereas,  Marvin  E.  Priddy  has  faithfully  and 
energetically  served  his  profession  at  the  national  level 
as  a delegate  to  the  AMA  for  over  20  years;  and 

Whereas,  Marvin  E.  Priddy,  for  10  of  those  years, 
was  elected  by  his  fellow  Hoosier  delegates  to  the 
honorable  and  responsible  position  as  chairman  of  the 
Indiana  delegation;  and 

Whereas,  Marvin  E.  Priddy  has  now  found  it 
necessary  to  retire  from  his  position  on  the  AMA 
delegation;  therefore  be  it 

RESOLVED,  That  this  ISMA  House  of  Delegates 
now  assembled  express  its  sincere  appreciation  for  all 
of  his  efforts  in  the  promotion  and  defense  of  the 
profession;  and  be  it  further 

RESOLVED,  That  this  resolution  be  presented  to 
the  AMA  House  of  Delegates  for  their  consideration.  □ 
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ISMA 


Dolores  G.  Adeva,  M.D.,  Indianapolis 
Joseph  E.  Alfanto,  M.D.,  Chicago 
Robert  K.  Allen,  M.D.,  Indianapolis 
Joseph  W.  Begley,  M.D.,  Evansville 
George  H.  Belshaw,  M.D., 

Bozeman,  Mont. 

Edward  J.  Berman,  M.D.,  Naples,  Fla. 
Donald  P.  Bixler,  M.D.,  Anderson 
Crist  A.  Blassaras,  M.D.,  Anderson 
Peter  A.  Blichert,  M.D.,  Fort  Wayne 
James  Bopp,  M.D.,  Terre  Haute 
Harvey  J.  Brechtl,  M.D.,  Mishawaka 
Robert  E.  Bryan,  M.D.,  Kendallville 
George  M.  Buehler,  M.D.,  Borden 
Milton  A.  Butts,  M.D.,  South  Bend 
Daniel  H.  Cannon,  M.D.,  New  Albany 
Henry  W.  Conrad,  M.D., 

Hamilton,  Mo. 

Stanton  E.  Cope,  M.D.,  Clearwater,  Fla. 
Reuben  A.  Craig,  M.D.,  Naples,  Fla. 
Theodore  R.  Crawford,  M.D., 
Noblesville 

William  H.  Davis,  M.D., 

Crawfordsville 

Frank  C.  Donaldson,  M.D.,  Anderson 
Edward  G.  Dovey,  M.D.,  Summerlan 
Key,  Fla. 

Marion  C.  Drake,  M.D.,  Elwood 
Richard  W.  Dyke,  M.D.,  Indianapolis 
Martin  E.  Feferman,  M.D.,  South  Bend 
James  O.  Futterknecht,  M.D.,  Elkhart 
Tierry  F.  Garcia,  M.D.,  Indianapolis 
Robert  W.  Gilmore,  M.D., 

Michigan  City 


Fifty  Year  Club 

T he  Indiana  State  Medical  Association  honors  82  physicians  this  year 
in  recognition  of  their  50  years  of  service  as  loyal  and  devoted  practitioners 
of  medicine.  These  new  members  of  the  Fifty  Year  Club  will  join  the  roster 
of  other  distinguished  Hoosier  physicians  inducted  into  the  Fifty  Year  Club 
since  its  inception  in  1948. 

The  ISMA  wishes  to  formally  acknowledge  the  following  physicians  for 
their  unselfish  service  to  their  patients  and  profession: 


Russell  E.  Graf,  M.D.,  Bowling 
Green,  Ky. 

Jack  C.  Greisen,  M.D.,  Hammond 
1 farold  R.  Griffith,  M.D.,  Fa  Jolla,  Calif. 
James  R.  Guthrie,  M.D.,  Richmond 
John  J.  Hartman,  M.D.,  Angola 
Eugene  L.  Hendershot,  M.D., 
Evansville 

Ray  A.  Henn,  M.D.,  Greenfield 
1 larland  V.  Hippensteel,  M.D.,  Auburn 
Paul  R.  Honan,  M.D.,  Febanon 
James  E.  Hull,  M.D.,  Lafayette 
Harry  L.  Hunter,  M.D.,  Bethesda,  Md. 
John  H.  Ivy,  M.D.,  Elkhart 
John  F.  Jackson,  M.D.,  Kewadin,  Mich. 
Allen  W.  Jones,  M.D.,  Indianapolis 
Donald  M.  Kerr,  M.D.,  Bedford 
Harold  King,  M.D.,  Indianapolis 
Paul  J.  Kirkhoff,  M.D.,  Indianapolis 
Bernard  1.  Levatin,  M.D.,  Sarasota,  Fla. 
Charles  K.  Liddell,  M.D., 

Michigan  City 

Frank  P.  Lloyd  Sr.,  M.D.,  Indianapolis 
Alfonso  E.  Lopez,  M.D.,  Portland 
James  R.  Mackenzie,  M.D.,  Indianapo- 
lis 

Rodolfo  M.  Madlang,  M.D.,  Beverly 
Hills,  Calif. 

William  M.  Matthews,  M.D.,  Culver 
Bruce  A.  McArt,  M.D.,  Elkhart 
Bobby  L.  Moss,  M.D.,  Indianapolis 
Joseph  F.  Murphy,  M.D.,  Lansing,  111. 
Robert  F.  Nagan,  M.D.,  Indianapolis 
Charles  A.  Novy,  M.D.,  Garrett 


E.  Camille  Parker,  M.D.,  Logansport 
Eudell  G.  Paul,  M.D.,  Ely,  Minn. 
Stephen  R.  Phelps,  M.D.,  South  Bend 
George  C.  Poolitsan,  M.D., 
Bloomington 

Bernard  F.  Poracky,  M.D.,  Portage 
Shirley  G.  Price,  M.D.,  Elberfeld 
Edsel  S.  Reed,  M.D.,  Jeffersonville 
Ordonio  J.  Reyes,  M.D.,  Carmel 
Donald  L.  Rogers,  M.D.,  Indianapolis 
Joel  W.  Salon,  M.D.,  Fort  Wayne 
John  R.  Scott,  M.D.,  Indianapolis 
W.  Courtney  Seagle,  M.D., 
Bloomington 

Francis  M.  Sellers,  M.D.,  South  Bend 
Charles  F.  Smith,  M.D.,  Kokomo 
Sanford  C.  Snyderman,  M.D., 

Fort  Wayne 

Chen  T.  Sun,  M.D.,  Hebron 
James  A.  Taylor,  M.D., 

Scottsdale,  Ariz. 

Charles  J.  VanTassel,  M.D.,  Carmel 
Tom  W.  Wachob,  M.D.,  Kokomo 
Edwin  M.  Walker,  M.D.,  South  Bend 
Jack  D.  Whitaker,  M.D.,  Anderson 
Edward  F.  Wierzalis,  M.D., 

Raleigh,  N.C. 

Gilbert  M.  Wilhelmus,  M.D., 
Evansville 

William  M.  Woodward,  M.D., 
Westville 

William  H.  Zimmerman,  M.D., 
Elkhart  J 
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A service  created  for  members  of  the 
Indiana  State  Medical  Association. 


As  a physician  and  an  important  part  of 
the  community,  you  are  faced  with  many 
challenges  in  the  current  health  care 
marketplace. 

The  business  of  medicine  and  the  practice 
of  medicine  are  two  challenging  tasks  that 
physicians  must  undertake. 

Without  the  right  information,  even  the 
most  minor  decisions  made  can  have 
disastrous  results. 


Maintain  control! 

Get  a Second  Opinion! 
Receive  advice  at  no  charge! 

Call  the  ISM  A! 

All  inquiries  will  be  kept  confidential . 


Staying  competitive  in  the  health 
care  market  is  no  longer  an  option, 
...it’s  a necessity! 

ISM  A Second  Opinion  can 
assist  you  by  giving  you  timely 
legal  and  financial  advise. 

Financial  and  legal  professionals  from 
selected  firms  have  made  their  services 
available  to  all  ISMA  members  in  order  to 
assist  physicians  in  deciding  on  a course 
of  action. 

To  participate  in  the  ISMA  Second 
Opinion  program  and  receive  a referral, 
call  Tim  Brent  at  the  ISMA:  (317)  261  - 
2060  or  1-800-257-4762. 


Consulting  firms  in  the  ISMA  Second 
Opinion  program: 

Accounting/Health  Care 

• Blue  & Co.,  LLC 

• Heaton  & Eadie 

Law 

• Hall,  Render,  Killian,  Heath  & 
Lyman,  PC 

• Krieg,  DeVault,  Alexander  & 
Capehart 

ISMA  members  are  not  charged  for  the 
initial  phone  calls  to  the  ISMA  or  the 
consultants. 
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Sleeping  position  and  sudden 
infant  death  syndrome: 

A review  of  the  literature  and  the  implications 
for  infants  in  the  United  States 


Catherine  ML  Bradshaw,  M.D. 
Chicago,  111. 

J_  he  incidence  of  sudden 
infant  death  syndrome  (SIDS)  in 
the  United  States  is  approximately 
1.3  per  1,000  live  births  and  has 
remained  essentially  unchanged  in 
the  past  decade,  despite  an  overall 
decrease  in  infant  mortality.  The 
incidence  of  SIDS  in  other  parts  of 
the  developed  world  had  also 
remained  constant  until  recently 
when  several  countries  began 
adopting  the  supine  or  lateral 
sleeping  position  for  their  infants.1 
A number  of  studies  from  various 
countries  have  suggested  a causal 
relationship  between  the  prone 
sleeping  position  and  SIDS.  Many 
believe  that  advocating  the  non- 
prone  sleeping  position  for  healthy 
infants  is  a simple  and  effective 
way  of  saving  the  lives  of  at  least  a 
small  number  of  infants.  In  1992, 
the  American  Academy  of  Pediat- 
rics officially  recommended  that 
healthy  infants,  excluding  those 
with  gastroesophageal  reflux  and 
those  with  certain  upper  airway 
anomalies,  be  put  down  to  sleep 
on  their  sides  or  backs.18  However, 
the  studies  upon  which  this 
recommendation  is  based  were 
conducted  in  countries  whose 
infant  care  practices  differ  from 
those  in  the  United  States,  and 
there  is  some  question  of  whether 


the  findings  of  these  studies  will 
be  transferable  to  the  United 
States.  Because  of  this  question,  the 
AAP  recommendation  has  been 
criticized  by  those  expressing 
concern  over  the  possible  negative 
effects  such  a recommendation 
may  have.  The  purpose  of  this 
paper,  therefore,  is  to  examine  the 
available  evidence  supporting 
such  a recommendation,  discuss 
the  applicability  of  these  findings 
to  infant  care  practices  in  the 
United  States  and  determine 
whether  the  beneficial  effect  of 
avoiding  the  prone  position  is 
likely  to  outweigh  the  possible 
harmful  effects. 

Epidemiological  studies 

One  of  the  first  suggestions  that 
the  prone  position  might  be 
associated  with  an  increased  risk 
of  SIDS  was  the  observation  that 
the  incidence  of  SIDS  is  extremely 
low  in  Hong  Kong,  where  nearly 
all  babies  are  put  to  sleep 
swaddled  in  the  supine  position. 
The  rate  in  Hong  Kong  is  0.04  per 
1,000  live  births  versus  two  to 
three  per  1,000  in  Western  coun- 
tries.: Some  postulated  that  this 
phenomenon  may  be  attributable 
to  the  fact  that,  due  to  crowded 
living  conditions,  babies  in  Hong 
Kong  are  hardly  ever  left  alone.3 
Still,  this  finding  has  prompted 
others  to  investigate  further  the 
relationship  of  the  prone  sleeping 


position  to  SIDS. 

Retrospective  studies 

Several  retrospective  case-control 
studies  from  Tasmania,  England, 
New  Zealand,  the  Netherlands 
and  Hong  Kong,  among  others, 
have  shown  a significant  associa- 
tion between  the  prone  sleeping 
position  and  SIDS.  A few  of  these 
studies  are  recounted  here. 

Tasmania  - A 1980-1986  study 
in  Tasmania  of  167  cases  of  SIDS 
compared  with  334  controls 
showed  59%  of  cases  sleeping 
prone  versus  43%  of  controls,  a 
relative  risk  of  1.9  for  the  prone 
versus  the  lateral  position.  This 
relative  risk,  as  will  be  discussed 
later,  is  lower  than  that  found  by 
later  studies  comparing  the  prone 
to  the  supine  position.  Very  few 
babies  in  this  group  slept  supine, 
so  the  risk  for  supine  sleeping 
could  not  be  calculated.  Controls 
in  this  study  were  matched  for  age, 
hospital  of  birth,  season  of  birth 
and  sex.4  A 1989-1991  study  in 
Tasmania  showed  the  unadjusted 
odds  ratio  for  "usually"  sleeping 
prone  to  be  5.04.  After  adjusting 
for  maternal  age  and  birth  weight, 
the  odds  ratio  was  13.91.  Breast- 
feeding and  sex  were  found  not  to 
be  confounders  of  this  relation- 
ship." 

England  - A 1990  study  from 
the  English  counties  of  Avon  and 
Somerset  looked  at  67  cases  of 
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SIDS  and  134  controls  matched  for 
age,  date  and  neighborhood  and 
found  a relative  risk  of  8.8  for  "put 
to  sleep  prone"  versus  put  to  sleep 
on  the  side  or  back.8 

New  Zealand  - The  incidence 
of  SIDS  in  New  Zealand  in  1986-87 
was  7.3  per  1,000,  one  of  the 
highest  in  the  world.  In  a 1986-87 
study  of  SIDS  in  southern  New 
Zealand,  81%  of  49  cases  were 
found  prone,  compared  to  a 
general  prevalence  of  prone 
sleeping  estimated  to  be  49%. 
Seventy-nine  percent  of  the  SIDS 
babies  found  prone,  or  71%  of  all 
cases,  were  found  with  their  faces 
down  or  their  heads  covered  with 
bedding.7  A 1991  study  in  New 
Zealand  of  128  cases  and  503 
controls  showed  an  unadjusted 
odds  ratio  of  5.74  for  "last  placed" 
prone  and  a population  attribut- 
able risk  of  52.1%  after  controlling 
for  breast-feeding  and  maternal 
smoking.  The  controls  for  this 
study  were  randomly  selected 
from  all  births  and  matched  for 
age  distribution  only.8 

The  Netherlands  - A 1989 
study  from  the  Netherlands  of 
SIDS  cases  involving  primarily 
normal  birth  weight  infants 
showed  a relative  risk  of  9.3  for 
"usually  placed  prone"  and  4.9  for 
"last  placed  prone,"  after  correc- 
tion for  prematurity,  age,  socioeco- 
nomic status  and  local  traditions. 
The  relative  risks  were  reportedly 
lower  before  correction  for  these 
variables.9 

Hong  Kong  - A small  1986-87 
study  in  Hong  Kong  of  16  cases 
and  32  controls  matched  for  sex 
and  age  showed  44%  of  cases 
versus  7%  of  controls  with  prone 
as  the  "usual"  sleeping  position, 
giving  an  odds  ratio  of  1 1 .67. 

There  was  no  difference  between 
cases  and  controls  with  regards  to 
maternal  smoking,  socioeconomic 
status,  birth  weight,  gestational 
age,  sleeping  with  parents  or 


sleeping  in  parents'  room.  The 
incidence  of  SIDS  was  0.3  per 
1,000.  This  was  higher  than  the 
0.04  per  1,000  reported  previously, 
probably  due  to  a change  in 
diagnostic  criteria.10 

Several  factors  must  be  taken 
into  consideration  when  interpret- 
ing these  case-control  studies.  The 
studies  differ  slightly  in  the  age 
ranges  that  they  allowed  for  SIDS 
cases,  with  a low-cutoff  age 
ranging  from  birth  to  one  month 
and  a high-cutoff  age  ranging  from 
40  weeks  to  one  year,  but  this 
variation  does  not  detract  from  the 
strength  of  the  studies  taken  as  a 
whole. 

Another  consideration  is  that 
since  common  health  care  practices 
may  be  taught  to  all  parents  at  a 
given  hospital  or  shared  by  all 
parents  in  a local  community, 
selecting  controls  from  the  same 
hospital  or  the  same  neighborhood 
would  decrease  the  likelihood  of 
detecting  a statistically  significant 
difference  between  infants  with 
different  sleeping  habits,  thus 
minimizing  the  degree  of  associa- 
tion found.  There  are  a few  other 
difficulties,  however,  that  have 
caused  some  to  question  the  actual 
conclusions  of  the  studies  and 
therefore  must  be  addressed. 

These  are:  1)  recall  bias;  2)  varia- 
tion in  the  means  of  identifying 
sleeping  position;  and  3)  inconsis- 
tency in  the  degree  of  adjustment 
for  potential  confounders. 

Recall  bias  - There  was  some 
question  of  whether  recall  bias 
may  have  influenced  the  results  of 
these  case-control  studies.  Before 
1991  or  so,  parents  would  not  have 
known  that  the  prone  position  was 
a risk  factor  for  SIDS  and  therefore 
would  not  have  been  biased  to 
underreport  or  overreport.11 
However,  parental  reports  of 
"position  found"  may  be  biased  by 
the  questioner,  and  parents  may  be 
influenced  by  traditional  advice 


recommending  the  prone  posi- 
tion.12 Others  hypothesized  that  a 
child's  death  may  cause  parents  to 
report  events  that  would  be 
forgotten  or  unreported  by  parents 
of  healthy  children,  so  that  differ- 
ences in  the  accuracy  of  recall  and 
of  reporting  would  increase  the 
chance  that  harmless  events 
become  identified  as  risk  factors 
for  a disease.  To  investigate  this, 
parents  of  SIDS  cases  and  of 
controls  were  interviewed,  and  the 
reported  data  were  compared  to 
actual  data  from  the  medical 
record.  Results  showed  no  differ- 
ence in  the  tendency  of  either 
group  to  over-  or  under-report  any 
of  several  conditions  associated 
with  SIDS  and  strongly  refuted  the 
idea  that  recall  bias  could  account 
for  the  association  between  prone 
position  and  SIDS.1  ’ 

Identification  of  sleeping 
position  - Sleeping  position  in 
each  of  these  studies  was  identi- 
fied in  one  or  all  of  three  ways:  1) 
by  the  usual  sleeping  position;  2) 
by  the  position  in  which  the  infant 
was  last  placed;  and  3)  by  the 
position  in  which  the  infant  was 
found  dead.  Only  studies  report- 
ing "usual"  position  consistently 
define  the  sleeping  position 
similarly  for  both  cases  and 
controls.14  Studies  utilizing  the  last 
two  means  identify  the  sleeping 
position  of  controls  by  either:  1) 
the  usual  position;  2)  the  position 
in  which  the  infant  was  placed  for 
its  previous  sleep;  or  3)  the  posi- 
tion in  which  the  infant  was  found 
at  an  assigned  time  of  day.  Only 
methods  (2)  and  (3)  provide  a 
comparable  means  of  defining 
sleeping  position  for  both  cases 
and  controls.  One  early  study  done 
in  Northern  Ireland  in  1970  found 
no  significant  difference  between 
the  usual  sleeping  position  re- 
ported by  parents  and  the  position 
in  which  infants  were  found 
dead.18  However,  in  one  Tasma- 
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nian  study,  the  usual  sleeping 
position  corresponded  to  the 
position  found  in  96%  of  controls 
but  only  74%  of  cases,  so  it  is  even 
possible  that  the  infants  who  died 
did  not  actually  die  in  the  position 
assigned  to  them.16  Beal  and  Finch 
found  that  odds  ratios  were  larger, 
in  general,  for  studies  based  on 
position  found  or  position  last 
placed,14  so  those  considering 
usual  position  may  tend  to  under- 
estimate the  real  risk.1  The  differ- 
ence, if  any,  between  the  various 
ways  of  recording  sleeping  posi- 
tion may  account  in  part  for  the 
wide  discrepancy  in  odds  ratios 
and  relative  risks  reported  by  the 
various  studies.  To  avoid  this 
uncertainty,  the  AAP,  in  making 
its  recommendation  against  the 
prone  sleeping  position,  chose  to 
consider  only  those  studies  based 
on  usual  sleeping  position. is 

Adjustment  for confounders  - 
One  must  consider  whether  one  or 
several  confounding  variables  are 
creating  an  apparent  association 
between  the  prone  position  and 
SIDS  that  is  not  real.  Maternal 
smoking,  lack  of  breast-feeding, 
gestational  age,  birth  weight, 
socioeconomic  status,  ethnicity 
and  sex  are  known  risk  factors  for 
SIDS  and  therefore  potential 
confounders.  In  at  least  two 
studies,  correction  for  some  of 
these  variables  actually  increased 
the  association  rather  than  dimin- 
ishing it.9-19  Nonetheless,  there  is 
still  the  possibility  that  prone 
sleeping  is  not  in  itself  a risk  factor 
but  is  actually  a marker  for  some 
other  risk  factor  that  is  as  yet 
unknown.20  For  example,  there 
may  be  an  unknown  condition  that 
predisposes  a baby  to  SIDS  and 
also  causes  the  baby  to  prefer  to 
sleep  in  the  prone  position.  This 
question  bears  consideration  and 
demands  that  one  consider  the 
plausibility  of  the 


pathophysiologic  mechanisms  that 
explain  how  the  prone  position 
may  predispose  an  infant  to 
sudden  death.  These  mechanisms 
will  be  discussed  later  in  this 
article. 

In  order  to  derive  a useable 
synthesis  of  the  variety  of  studies 
that  had  been  done,  Beal  and  Finch 
performed  a logit  estimate  of 
common  odds  ratio  using  all 
studies  up  to  July  1991  whose 
controls  were  broadly  representa- 
tive of  the  population  from  which 
cases  were  selected  and  for  which 
"usual  sleeping  position"  was 
available,  including  studies  from 
Tasmania,  New  Zealand,  Europe 
and  Hong  Kong,  among  others. 

The  calculated  common  odds  ratio 
was  2.72  (95%  Cl  [2.27-3.26]). 14  It 
has  also  been  noted  that  no 
published  report  has  suggested  a 
decreased  incidence  of  SIDS 
associated  with  the  prone  posi- 
tion.18 Some  still  raise  the  concern 
that  the  prone  position  itself  is  not 
a cause  of  SIDS  but  rather  the 
factors  that  determine  whether 
parents  place  their  baby  prone  are 
themselves  causes  of  SIDS.  Only  a 
prospective  randomized  trial  could 
completely  remove  this  doubt,  but 
at  this  point  in  our  knowledge, 
such  a trial  would  probably  be 
unethical. 

Prospective  studies 

A prospective  cohort  study  has 
been  done  in  Tasmania  that 
supports  the  conclusions  sug- 
gested by  the  numerous  retrospec- 
tive, case-control  studies.  This 
study  followed  a large  cohort  of 
infants  judged  to  be  at  high  risk  for 
SIDS  (based  on  a number  of 
criteria  including  maternal  age, 
birth  weight,  season  of  birth,  sex, 
duration  of  second  stage  of  labor 
and  breastfeeding),  which  com- 
prised approximately  one-fifth  of 
all  births  over  that  period  of  time. 


The  incidence  of  SIDS  among  the 
cohort  was  7.4  per  1,000  for  the 
cohort  compared  to  3.5  per  1,000 
for  the  general  population.5  After 
controlling  for  birth  weight  and 
maternal  age,  tire  odds  ratio  for  the 
prone  position  as  the  "usual" 
sleeping  position  was  3.92  (95%  Cl 
[1.37-11.24]).  The  population 
attributable  risk  for  the  prone 
position  was  66%  for  exposed 
infants  in  the  cohort  and  38%  for 
the  entire  cohort.19  Although  the 
applicability  to  the  general  popula- 
tion of  this  study  limited  to  high- 
risk  infants  is  uncertain,  the  fact 
that  the  association  derived  from 
prospective  data  was  similar  to 
that  found  in  the  same  population 
using  retrospective  data  adds 
weight  to  the  conclusions  drawn 
by  the  retrospective  studies. 

Interventional  studies 

In  addition  to  case-control  studies 
and  one  prospective  study,  there 
are  also  several  interventional 
studies  from  the  Netherlands, 
England,  South  Australia  and  New 
Zealand,  among  others,  that 
strongly  support  the  association 
between  the  prone  sleeping 
position  and  SIDS. 

The  Netherlands  - In  the 
Netherlands,  the  non-prone 
position  for  babies  was  officially 
recommended  in  the  fall  of  1987. 
The  incidence  of  SIDS  at  that  time 
was  1-1.5  per  1,000.  Prevalence  of 
the  prone  position  fell  from  55%  to 
65%  in  1987  to  15%  in  1990,  and  by 
1988  the  incidence  of  SIDS  had 
fallen  by  37%.  This  was  the  first 
major  drop  in  the  incidence  of 
SIDS  ever  reported  in  the  Western 
world.  There  were  no  reciprocal 
increases  in  related  causes  of 
death.  Whether  there  were 
changes  in  the  prevalence  of  other 
risk  factors  is  not  known  except 
that  the  prevalence  of  maternal 
smoking  fell  from  58%  in  1975  to 
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Frank  Ramsey,  M.D.,  Writing  Award  winner  focuses  on  SIDS 


(Catherine  M.  Bradshaw, 
M.D.,  a family  practice  resi- 
dent at  Cook  County  Hospital 
in  Chicago,  is  the  1995  recipi- 
ent of  the  Frank  B.  Ramsey, 
M.D.,  Medical  Writing  Award. 
Her  paper,  titled  "Sleeping 
position  and  sudden  infant 
death  syndrome:  A review  of 
the  literature  and  the  implica- 
tions for  infants  in  the  United 
States,"  is  published  here. 

The  award  honors  the 
memory  of  Frank  B.  Ramsey, 
M.D.,  who  served  as  editor  of 
Indiana  Medicine  for  41  years 
and  was  editor  emeritus  at  the 
time  of  his  death  in  1993.  This 
award,  first  given  in  1994,  is 
presented  annually  to  a 
student  from  the  Indiana 

V 


University  School  of  Medicine.  The 
editorial  hoard  of  Indiana  Medicine, 
in  association  with  the  dean's 
office  at  the  Indiana  University 
School  of  Medicine,  selects  an 
outstanding  medical  or  scientific 
paper  written  by  a student.  The 
winning  paper  is  published  in 
Indiana  Medicine,  and  the  author 
receives  $500. 

Dr.  Bradshaw,  a native  of 
Indianapolis,  earned  her  bachelor's 
degree  at  the  University  of  Notre 
Dame.  While  attending  the  IU 
School  of  Medicine,  she  received 
several  honors,  including  the 
Marcus  Ravdin  Medal  for  the 
highest  scholastic  achievement  in 
her  graduating  class,  the  John  H. 
Edwards  Fellowship,  the  Distin- 
guished Student/AMA  Scholar- 
ship and  the  Department  of  Family 


Dr.  Bradshaw 

Medicine  Award.  She  graduated 
from  the  IU  School  of  Medicine  in 
1995.  □ 

J 


35%  in  1989.21 

England  - In  Avon  County, 
England,  a public  campaign  to 
promote  the  non-prone  position 
resulted  in  a change  in  the  preva- 
lence of  the  prone  position  from 
58%  in  1987-89  to  28%  in  1990-91. 
The  incidence  of  SIDS  in  1987-89 
was  3.5  per  1,000.  Based  on  the 
previously-calculated  relative  risk 
for  the  prone  position,  the  rate  was 
predicted  to  fall  to  2.0  per  1,000 
and  actually  fell  to  1.7  per  1,000. 22 

Australia  - In  South  Australia, 
after  media  publicity  in  January  of 
1988  about  the  risk  of  the  prone 
position,  there  was  a 30%  decrease 
in  the  prevalence  of  prone  sleeping 
and  a 50%  decrease  in  the  number 
of  SIDS  cases.23 

New  Zealand  - In  1989,  a 
campaign  was  initiated  in  south- 
ern New  Zealand  that  advocated 


side  or  back  sleeping,  smoking 
cessation,  breastfeeding  and 
avoidance  of  overheating.  In  New 
Zealand  the  population  attribut- 
able risk  for  the  prone  position  had 
been  calculated  to  be  52%.  Be- 
tween 1987  and  1990,  the  SIDS  rate 
in  New  Zealand  fell  from  4 to  3.1 
per  1,000,  while  the  prevalence  of 
the  prone  position  fell  from  40%  to 
20.5%.  Total  infant  mortality  also 
fell  by  24%,  suggesting  that  the  fall 
in  SIDS  was  not  due  to  a shift  in 
reporting.  There  was  also  no 
change  in  the  prevalence  of 
breastfeeding  and  only  a slight 
decrease  in  the  prevalence  of 
maternal  smoking  (from  33.2%  to 
28.4%). 24  In  southern  New 
Zealand,  the  incidence  of  SIDS 
dropped  from  6.3  per  1,000  in 
1979-84  to  2.3  per  1,000  in  1990, 
while  prone  sleeping  dropped 


from  42%  to  2.4%  and  the  preva- 
lence of  the  lateral  position  in- 
creased to  96%.  There  was  no 
significant  change  in  the  preva- 
lence of  maternal  smoking  or  of 
breastfeeding.  Of  note  is  the  fact 
that  the  calculated  odds  ratio  for 
prone  sleeping  did  not  change, 
even  with  the  large  change  in  the 
prevalence  of  the  prone  position.23 

Unconfirmed  reports  from 
other  countries  have  also  sug- 
gested decreases  in  the  incidence 
of  SIDS  after  publicity  about  the 
association  between  the  prone 
position  and  SIDS.23  Scotland, 
however,  has  had  no 
interventional  campaign  aimed  at 
discouraging  the  prone  position 
but  has  also  seen  a fall  in  the 
incidence  of  SIDS  in  recent  years, 
from  2.24  to  1.30  per  1,000  from 
1989  to  1991. 12  Some  have  taken 
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this  as  evidence  that  the  decreases 
in  the  incidence  of  SIDS  seen 
above  may  be  secondary  to  effects 
other  than  the  decrease  in  prone 
sleeping.  Indeed,  many  English 
health  regions  have  seen  a de- 
crease in  SIDS  without  any  cam- 
paign to  discourage  the  prone 
position.2'’  However,  it  is  more 
likely  that  media  campaigns 
initiated  in  one  part  of  England, 
such  as  in  Avon  County,  have 
influenced  child  care  practices  in 
other  parts  of  the  United  Kingdom. 
For  example,  it  is  known  that 
although  the  Isle  of  Mann  is  a 
relatively  isolated  community,  the 
1991  prevalence  of  the  prone 
position  on  the  Isle  of  Mann  was 
identical  to  that  in  Avon  County  in 
1991  following  the  media  cam- 
paign in  Avon.27 

A number  of  factors  could 
confound  the  results  of  these 
interventional  studies:  overall 
postneonatal  mortality,  prevalence 
of  low-birth-weight  infants,  extent 
of  prenatal  drug  exposure,  inci- 
dence of  respiratory  tract  infec- 
tions, extent  of  anemia  and  smok- 
ing during  pregnancy,  increases  in 
unreported  infant  mortality, 
diagnostic  transfers  and  changes  in 
coding  practices  for  death  certifi- 
cates.2S  Since  different  groups  of 
parents  take  up  new  child  rearing 
habits  at  different  rates,  it  may  also 
be  possible  that  there  is  a greater 
conversion  rate  to  the  supine 
position  in  infants  at  a lower 
intrinsic  risk  for  SIDS,  leaving  the 
prone  group  with  a preponderance 
of  high-risk  infants.  Lower- 
income,  less  educated  parents, 
whose  babies  are  known  to  be  at 
higher  risk  for  SIDS,  may  be  slow 
to  adopt  new  recommendations  for 
non-prone  sleeping.3 

Because  of  these  uncertainties, 
a committee  of  experts  met  in 
Bethesda,  Md.,  in  January  1994  to 


evaluate  the  trends  in  postneonatal 
mortality  and  SIDS  from  1980-1992 
for  Australia,  Britain,  New 
Zealand,  the  Netherlands,  Nor- 
way, Sweden  and  the  United 
States.  This  committee  came  to 
several  conclusions:  1)  In  all 
countries  in  which  the  prevalence 
of  the  prone  position  had  de- 
creased rapidly,  the  incidence  of 
SIDS  decreased  approximately 
50%.  2)  This  decrease  was  not  due 
to  a change  in  reporting,  since 
there  were  no  reciprocal  increases 
in  other  causes  of  death.  3)  These 
low  SIDS  rates  have  been  sus- 
tained as  long  as  two  to  three  years 
so  far  in  New  Zealand,  Avon  and 
Tasmania.  4)  There  has  been  no 
significant  change  in  the  preva- 
lence of  maternal  smoking  or  of 
breast-feeding  in  these  countries, 
even  though  these  behaviors  were 
also  targeted  by  some  of  the 
interventional  campaigns.  5)  There 
have  been  so  far  no  reported 
adverse  effects  of  either  the  side  or 
supine  position  in  these  countries.1 

The  lateral  position  and 
biological  gradient 

A.B.  Hill  described  eight  criteria  by 
which  a factor  could  be  identified 
as  a causative  agent  in  a disease 
process.  One  of  these  criteria  was 
biological  gradient,  or  the  observa- 
tion that  the  degree  of  exposure  to 
the  factor  influences  the  degree  of 
disease  seen.24  This  phenomenon 
can  be  seen  with  regard  to  the 
prone  position  and  SIDS  in  at  least 
two  different  ways.  A study  in  the 
Netherlands  in  1991  calculated  that 
the  relative  risk  of  a baby  "some- 
times" being  placed  prone  was  less 
than  that  of  "always"  being  placed 
prone  (odds  ratios  2.2  and  4.6, 
respectively).30  In  addition,  the 
lateral  sleeping  position  and  its 
relationship  to  SIDS  also  support 
the  idea  of  biological  gradient. 


The  lateral  position  has  been 
found  to  be  unstable  for  babies  in 
the  SIDS  age  range.  In  one  study, 
half  of  104  12-week-old  infants 
placed  on  their  sides  turned  supine 
by  morning.23  In  another  survey  of 
406  infants  age  2 weeks  to  8 
months,  65%  of  infants  placed  on 
their  side  were  found  supine  and 
4%  were  found  prone.31  Investiga- 
tors in  Avon  County,  England, 
estimated  that  up  to  40%  of  infants 
put  on  their  sides  will  roll  to  a 
different  position,  most  to  front 
and  <1%  to  back.22  A U.S.  survey 
of  2-  to  4-month-old  infants 
showed  that  50%  of  those  placed 
on  their  side  would  roll  to  the  back 
and  10%  to  the  stomach.1  Clearly, 
the  lateral  position  can  be  thought 
of  as  an  intermediate  between  the 
prone  and  the  supine  position. 
Accordingly,  the  lateral  position  is 
associated  with  a risk  of  SIDS  that 
falls  between  that  of  the  other 
positions.  In  a New  Zealand  study, 
the  lateral  position  increased  the 
risk  approximately  two-fold,  while 
the  prone  position  increased  the 
risk  by  about  7. 1132  In  a South 
Australian  study,  of  the  20  SIDS 
cases  that  had  been  last  placed  on 
their  sides,  14  were  found  prone. 
Similar  observations  have  report- 
edly been  made  in  New  Zealand 
and  in  England.25  The  lateral 
position,  in  other  words,  may  carry 
risk  because  of  the  small  chance 
that  the  infant  will  roll  to  the  prone 
position. 

Biological  plausibility 

Another  of  Hill's  criteria  for 
causation  is  biological  plausibil- 
ity.24 In  order  for  the  prone  posi- 
tion to  be  a causative  factor  in  the 
etiology  of  SIDS  and  not  merely  a 
marker  for  another  factor,  there 
must  be  a reasonable 
pathophysiologic  mechanism  to 
explain  the  relationship  between 
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the  prone  position  and  SIDS. 
Although  no  studies  have  clearly 
established  a mechanism,  postu- 
lated mechanisms  include:  airway 
obstruction,  rebreathing  of  expired 
carbon  dioxide,  overheating,  neck 
extension  causing  compression  of 
cerebral  vessels,  decreased  ab- 
dominal movement  with  respira- 
tion causing  splinting  of  the 
diaphragm  and  decreased  cardiac 
filling  due  to  pressure  on  the 
thymus.18,20'31  There  are  complex 
interactions  between  temperature 
regulation,  respiratory  patterns, 
chemoreceptor  sensitivity  and 
cardiac  control,  so  an  infant  who 
inadvertently  became  face  down 
while  sleeping 

might  suffocate  

if,  for  some 
reason,  respon- 
siveness to 
hypercardia  or 
hypoxia  was 
deficient  or 
gasping  and 
arousal  reflexes 

were  too  weak  

to  re-establish 

air  flow.18  One  author  has  even 
suggested  that  the  prone  position, 
by  stimulating  the  upper  airway  or 
by  nasal  occlusion,  triggers  the 
dive  reflex,  which  results  in 
profound  bradycardia  and  redistri- 
bution of  blood  flow  to  the  lungs, 
brain  and  heart,  leading  to  pro- 
gressive hypoxia.32 

That  SIDS  usually  occurs  in 
infants  younger  than  six  months 
(the  age  at  which  infants  are  able 
to  roll  over  on  their  own)  is 
consistent  with  the  association 
between  the  prone  position  and 
SIDS.  In  the  Netherlands,  the  fall 
in  SIDS  incidence  after  the 
interventional  campaign  was  more 
marked  for  infants  less  than  six 
months.31  Inconsistent  with  this  is 
the  low  incidence  of  SIDS  in  the 


first  month  of  life,  but  this  could  be 
explained  by  other  mechanisms 
such  as  a more  effective  gasp  reflex 
in  newborns13  or  the  inability  of 
the  neonate  to  raise  its  head  and 
place  it  face  down.25 

The  following  is  a brief  review 
of  the  three  of  the  most  investi- 
gated mechanisms  by  which  the 
prone  position  might  predispose  to 
SIDS: 

Airway  obstruction  - Two 

studies,  one  of  64  infants  with  a 
history  of  apnea34  and  one  of  80 
healthy  3-month-old  infants35 
found  that  sleeping  position  did 
not  significantly  affect  the  rate  or 
duration  of  central  or  obstructive 


Unfortunately,  there  are  not  much  data 
on  whether  prone  infants  who  die  of  SIDS  are 
actually  found  face  down,  since  most  studies 
do  not  distinguish  between  face-down 
and  face-side.28 


apnea.  These  studies,  however, 
have  been  challenged  because  they 
looked  at  only  a small  number  of 
infants  for  only  one  night.  During 
agonal  gasping,  such  as  after  a 
prolonged  episode  of  apnea, 
accessory  muscles  are  used  which 
tend  to  straighten  the  head, 
putting  the  prone  infant  face  down 
and  in  a position  to  suffocate.13 
Unfortunately,  there  are  not  much 
data  on  whether  prone  infants  who 
die  of  SIDS  are  actually  found  face 
down,  since  most  studies  do  not 
distinguish  between  face-down 
and  face-side.28 

Rebreathingof  expired  carbon 
dioxide  - This  hypothesis  has 
some  support  from  experiments 
using  rabbit  and  mechanical 
models,36,37  but  a study  of  live 


infants  found  that  infants  sleeping 
prone  do  not  develop  lower 
transcutaneous  carbon  dioxide 
levels  than  infants  sleeping 
supine.38 

Hyperthermia  - The  overheat- 
ing hypothesis  has  received  much 
attention.  A theoretical  model  that 
determined  thermal  balance  in 
infants  found  that  the  head  is  the 
most  important  site  of  heat  loss  in 
the  infant  and  that  heat  loss  is 
diminished  by  turning  the  head 
face  down.  This  study  also  found 
that  the  prone  position  decreases 
heat  loss  by  increasing  contact 
between  the  body  surface  and  the 
underbedding,  an  effect  that  is 
increased  with 

softer 

underbedding. 
They  suggested 
that  hyperthermia 
could  result  from  a 
combination  of 
increased  meta- 
bolic rate  and 
decreased  heat 

loss,  and  that 

absolute  or 
relative  hyperthermia  could 
explain  many  cases  of  SIDS, 
including  wby  SIDS  is  so  common 
in  southern  New  Zealand  (heavy 
dressing,  prone  position,  soft 
bedding),  so  uncommon  in  Hong 
Kong  (some  heavy  dressing, 
supine  position),  and  so  uncom- 
mon in  Scandinavia  (prone  posi- 
tion but  light  dressing  due  to 
central  heating).  Cultural  combina- 
tions of  sleep  position,  clothing, 
bedding  and  central  heating  could 
explain  why  SIDS  rates  are  so 
different  in  different  countries.39  At 
least  two  case-control  studies  have 
found  that  overheating  and  the 
prone  position  are  independently 
associated  with  an  increased  risk 
of  SIDS.6,40  To  date,  very  few 
studies  have  actually  measured 
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body  temperature  and  environ- 
mental temperature  in  investigat- 
ing cases  of  SIDS.2* 

There  are  several  postulated 
mechanisms  for  SIDS  that  go 
against  its  association  with  the 
prone  position.  Some  of  the 
pathophysiologic  mechanisms 
believed  to  contribute  to  SIDS, 
such  as  apnea,  hypoxemia  and 
gastroesophageal  reflux,  have  been 
shown  by  some  studies  to  occur 
less  frequently  in  the  prone 
position.16  Reports  from  New 
Zealand  and  the  United  States 
have  suggested  that  SIDS  might  be 
caused  by  a defect  in  the  control  of 
airway  muscles,  which  would  be 
amplified  in  the 
supine  position. 

The  supine 
position  may 
also  be  more 
likely  to  cause 
neck  flexion, 
which  increases 
upper  airway 
resistance28  and 
increases  the 
susceptibility  of 
the  airway  to 
collapse.41  In 
addition,  the  effect  of  gravity  on 
the  tongue  in  the  supine  position 
would  require  more  genioglossus 
tone  to  maintain  airway  patency, 
which  may  be  dangerous  in  those 
infants  whose  decreased  neuro- 
muscular control  puts  them  at  risk 
for  suffocation  and  asphyxia  in  the 
face  down  position.  The  supine 
position  has  also  been  suspected  to 
cause  an  increased  risk  of  adverse 
responses  to  pooled  secretions  in 
the  posterior  pharynx,  such  as 
obstruction,  secondary  apnea  and 
aspiration.28 

Effect  modifiers  and  relevance  of 
these  findings  to  the  United  States 

A matched  analysis  on  data  from 
Tasmania  (80  cases  and  333 


controls)  using  the  multiplicative 
model  of  interaction  found  that  the 
association  between  the  prone 
position  and  SIDS  was  increased 
by  natural  fiber  mattresses  (which 
are  softer  than  other  mattresses), 
swaddling,  heated  rooms  and 
recent  illness,  although  the  effects 
of  natural  fiber  mattresses  and 
swaddling  were  only  of  borderline 
significance  (p=.05  and  p=.09, 
respectively).  By  themselves, 
natural  fiber  mattresses,  swad- 
dling, recent  illness  or  heated 
rooms  did  not  cause  a significantly 
increased  risk  of  SIDS.  (Odds 
ratios  ranged  from  1.1  to  1.6  for 
these  factors.)  Since  the  presence  of 


recent  illness  and  heated  rooms 
vary  seasonally,  these  effect 
modifiers  may  explain  why  a 
decrease  in  prone  sleeping  causes 
a greater  decrease  in  SIDS  in  the 
winter  months  as  compared  to  the 
summer  months.42  Although  the 
significance  of  these  findings  has 
been  questioned  because  the  large 
number  of  potential  effect  modifi- 
ers that  were  tested  results  in  a 
large  risk  for  an  alpha  error,16  this 
study  makes  an  important  point: 
the  strength  of  the  association  of 
the  prone  position  and  SIDS  is  at 
least  partially  dependent  upon 
other  factors.  Differences  in  the 
prevalence  of  these  or  other  effect 
modifiers  may  explain  the  varia- 
tion among  odds  ratios  measured 


in  different  countries.  Since  the 
combination  of  effect  modifiers 
prevalent  in  the  United  States  is 
different  from  that  of  other  coun- 
tries, it  is  unclear  how  much  risk 
will  be  associated  with  prone 
sleeping  in  the  United  States. 
According  to  the  only  large  case- 
control  study  of  SIDS  done  in  the 
United  States,  the  odds  ratio  for 
the  prone  position  here  is  only 
1.3, 44  much  lower  than  that  found 
in  other  countries. 

Soft  bedding  and  overheating 
are  the  two  factors  most  often 
quoted  as  mediating  the  associa- 
tion between  the  prone  position 
and  SIDS.  These  mediators  are 

especially  relevant 
to  those  who 
doubt  the  impor- 
tance of  the  prone 
position  as  a cause 
of  SIDS  in  the 
United  States, 
since  most  babies 
in  the  United 
States  sleep  on 
firm,  synthetic 
mattresses 
dressed  appropri- 
ately for  warm 
temperatures  in  houses  with 
central  heating.  The  data  concern- 
ing each  of  these  factors  are 
discussed  below: 

Soft  bedding  - Some  feel  that 
the  association  between  the  prone 
position  and  SIDS  would  not  exist 
in  the  absence  of  soft  bedding. 

Half  of  the  SIDS  cases  studied  in 
southern  New  Zealand  (odds  ratio 
5.74)  were  sleeping  on  sheepskins, 
and  the  other  half  probably  slept 
on  soft  "woolen  mattresses."44 
However,  in  Avon  County, 
England  (relative  risk  8.8),  very 
few  infants  were  sleeping  on  soft 
bedding.17 

Overheating  - Others  have 
suggested  that  the  association 
between  the  prone  position  and 


Since  the  presence  of  recent  illness 
and  heated  rooms  vary  seasonally,  these  effect 
modifiers  may  explain  why  a decrease  in  prone 
sleeping  causes  a greater  decrease  in  SIDS  in 
the  winter  months  as  compared  to 
the  summer  months.42 
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SIDS  is  dependent  upon 
overwrapping  and  overheating. 
Indeed,  most  of  the  data  showing  a 
strong  association  between  the 
prone  position  and  SIDS  comes 
from  countries  where  tire  preva- 
lence of  central  heating  is  limited 
and  where  babies  are  put  to  sleep 
with  lots  of  bundling  and  bedding. 
These  countries,  even  with  their 
lower  prevalence  of  prone  sleep- 
ing, have  a much  higher  incidence 
of  SIDS  than  the  United  States  (In 
southern  New  Zealand,  the 
incidence  is  6 to  7 per  1,000  with 
40%  prone,  versus  1 to  2 per  1,000 
in  the  United  States  with  70%  to 
80%  sleeping  prone.)45  In  Australia, 
where  most  households  do  not 
have  central  heating,  the  incidence 
of  SIDS  is  higher  during  the  colder 
months:  In  Tasmania,  the  winter- 
time incidence  of  SIDS  is  6.3  per 
1,000.  In  South  Australia,  the 
incidence  is  4.2  per  1,000  in  July 
and  0.7  per  1,000  in  January.  It  is 
reasonable  to  assume  that  the 
prevalence  of  prone  sleeping  is  the 
same  in  both  summer  and  winter. 
In  Sweden,  where  virtually  all 
infants  sleep  in  heated  rooms  with 
clothing  and  bedding  appropriate 
for  warm  temperatures,  there  is 
less  seasonal  variation  in  SIDS.4h 
Analysis  of  the  trends  of  SIDS 
incidence  in  New  Zealand,  Austra- 
lia, England  and  Wales  has  shown 
that,  with  a decrease  in  prone 
sleeping,  the  larger  decrease  in 
SIDS  is  occurring  during  winter 
months.  What  used  to  be  a three- 
fold peak  of  SIDS  in  winter  in 
these  countries  has  now  decreased 
to  only  1.3-fold.1  One  might 
conclude  from  this  that  only  those 
babies  living  in  temperate  climates 
without  central  heating  need  to 
avoid  the  prone  position  for 
sleep.25  However,  in  Avon  County, 
England  (relative  risk  8.8),  over 
80%  of  households  have  central 
heating.17 


Some  feel  that  the  drop  in 
SIDS  seen  in  other  countries  will 
not  be  transferable  to  countries  like 
the  United  States  with  lower  initial 
rates.  The  incidence  of  SIDS  in  the 
United  States  is  only  1.5  per  1,000, 
much  lower  than  the  3.5  to  5.5  per 
1,000  in  England,  Tasmania  and 
New  Zealand.  However,  according 
to  the  meeting  of  experts  held  in 
January  1994,  the  SIDS  rates  in 
some  of  the  countries  appear  to  be 
falling  to  levels  below  the  U.S.  rate. 
The  provisional  rates  in  Australia 
and  Britain  for  1992  were  1.1  and 
0.7  per  1,000,  respectively,  down 
from  1.8  and  1.7  per  1,000  in  1988. 
The  decreases  in  the  prevalence  of 
prone  sleeping  in  these  two 
countries  were  31%  to  3%  and  59% 
to  2%,  respectively.1 

Drawbacks  to  recommending  the 
non-prone  position 

The  objective  of  this  paper  was  to 
consider  whether  the  evidence  for 
the  association  between  the  prone 
sleeping  position  and  SIDS  is 
strong  enough  to  merit  a change  in 
U.S.  child  care  practices.  What 
constitutes  "strong  enough" 
depends  a great  deal  on  the 
number  of  drawbacks  inherent  in 
making  such  a change.  These 
drawbacks  would  include:  1)  loss 
of  inherent  advantages  to  the 
prone  position;  2)  risks  associated 
with  the  supine  position;  3) 
difficulty  with  identifying  those 
who  should  be  exempted  from 
such  a recommendation;  and  4) 
parental  difficulty  with  following 
the  recommendation. 

Advantages  to  the  prone 
position  - The  prone  position,  for 
one,  is  well  known  to  decrease  the 
incidence  and  degree  of  gastroe- 
sophageal reflux  in  infants.  The 
American  Academy  of  Pediatrics 
acknowledged  this  effect  and 
exempted  infants  with  known 
gastroesophageal  reflux  from  their 


recommendation.  The  prone 
position  has  also  been  reported  to 
improve  pulmonary  function  in 
premature  infants,  but  reports  are 
contradictory  with  regard  to  full- 
term  infants.  Orthopaedic  advan- 
tages to  the  prone  position  include 
prevention  of  scoliosis  and  pos- 
sible prevention  of  restricted  hip 
abduction.  Prone  as  an  awake 
position  has  been  reported  to 
improve  motor  development,  but 
it  is  unknown  whether  the  prone 
sleep  position  has  this  same  effect.5 

In  spite  of  this,  it  seems  that 
internationally  the  supine  position 
is  the  most  common  position 
chosen  by  parents.17  In  1990,  the 
French  language  expert  group  for 
the  study  of  SIDS  concluded  that 
there  is  "no  physiologic  justifica- 
tion" for  using  the  prone  sleeping 
position  in  normal  infants.2"  In 
addition,  the  American  Academy 
of  Pediatrics,  in  making  its  1992 
recommendation  of  the  non-prone 
position,  stated  that  "no  convinc- 
ing long-term  beneficial  effects  or 
positive  influences  on  decreasing 
mortality  have  ever  been  shown 
for  the  prone  position  in  the 
populations  studied."18 

Risks  associated  with  the 
supine  position  - Contrary  to 
popular  belief,  there  is  no  evidence 
that  aspiration  is  a more  frequent 
complication  in  healthy  infants 
lying  supine  compared  to  other 
positions.  In  countries  where 
babies  are  routinely  placed  supine, 
SIDS  and  aspiration  are  both  rare.111 
According  to  the  meeting  of 
experts  in  January  1994,  countries 
with  recent  decreases  in  the 
prevalence  of  the  prone  position 
are  not  showing  any  adverse 
effects  of  supine  sleeping,  such  as 
an  increase  in  deaths  due  to 
aspiration  or  in  apparent  life- 
threatening  events  (ALTEs).1  In  the 
Netherlands,  widespread  adoption 
of  the  supine  position  in  1988  was 
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followed  by  a decrease  rather  than 
an  increase  in  the  incidence  of 
lethal  aspiration.1'  In  Avon  from 
1984-91,  the  only  lethal  episodes  of 
aspiration  after  the  newborn 
period  occurred  in  three  neurologi- 
callv  impaired  infants,  all  of  whom 
were  prone  at  the  time.17  From 
January  1985  to  August  1989  in 
Adelaide,  South  Australia,  only 
three  infants  who  were  found  dead 
unexpectedly  had  died  of  aspira- 
tion, and  all  of  these,  too,  wex-e 
found  prone.  In  fact,  death  from 
inhalation  in  the  supine  position  is 
virtually  unknown  in  the  litera- 
ture.45 

Some  have  challenged  that  the 
absence  of  fatal  aspiration  is  a very 
insensitive  way  of  quantifying  the 
potential  hazards  of  supine 
sleeping,  since  clinical  experience 
suggests  that  supine  sleeping  does 
indeed  cause  increased  morbidity 
in  infants  susceptible  to  regurgita- 
tion. These  authors  suggest  that 
supine  sleeping  may  be  causing 
increased  morbidity  forms  that 
investigators  are  not  identifying  in 
the  countries  where  studies  are 
being  done.  However,  latest  results 
from  two  ongoing  prospective 
studies  in  Avon  County  and 
Tasmania  have  shown  no  increase 
in  doctor  visits  or  reported  epi- 
sodes of  illness  for  infants  sleeping 
on  their  sides  or  backs  as  com- 
pared with  infants  sleeping  on 
their  stomachs  before  the  start  of 
the  interventional  campaign.1 

Difficulty  with  the  exemption 
of  infants  with  gastroesophageal 
reflux  - Although  the  AAP  recom- 
mendation exempts  infants  with 
gastroesophageal  reflux,  it  may  be 
difficult  to  identify  those  infants.  It 
is  known  that  infants  with  appar- 
ent life-threatening  events  (ALTEs) 
secondary  to  regurgitation  tend  to 
have  a greater  degree  of  reflux 
during  sleep  than  do  infants  with 


regurgitation  without  ALTEs.  In 
fact,  these  infants  may  not  have 
postprandial  reflux  at  all  and 
therefore  may  not  be  identified  as 
having  reflux  until  it  is  too  late. 
Because  of  this,  symptomatic 
reflux  may  not  be  a sensitive 
enough  indicator  to  detect  those 
infants  who  should  sleep  prone.45 

At  the  other  end  of  the  spec- 
trum, because  regurgitation  is  so 
common  among  infants,  it  will  be 
hard  to  know  which  cases  of 
known  regurgitation  merit  further 
workup  to  determine  which 
should  be  excused  from  the  AAP 
recommendation.45  This  dilemma 
will  necessitate  a greater  extent 
(and  greater  cost)  of  evaluation  for 
reflux  disease.  Depending  on  the 
definition  of  "significant"  reflux, 
the  majority  of  infants  could 
conceivably  be  identified  as  having 
gastroesophageal  reflux  disease.28 
In  one  clinician's  experience, 
patients  describe  regurgitation  as  a 
"problem"  in  20%  of  "well"  babies. 
According  to  this  clinician,  7%  of 
all  infants  will  at  some  point  see  a 
physician  for  symptomatic  reflux, 
20%  of  these  will  undergo  diagnos- 
tic testing,  and  one  in  200  infants 
will  require  antireflux  surgery.  In 
low-birthweight  infants,  symptom- 
atic reflux  is  even  more  common, 
with  3%  to  10%  of  these  having 
reflux-associated  apnea,  bradycar- 
dia or  worsening  of 
b ronchop u 1 m ona  ry  dysplasia  ,47 

In  truth,  very  little  information 
is  available  on  the  potential 
adverse  effects  of  the  supine 
position.  As  the  prevalence  of 
supine  sleeping  increases  follow- 
ing the  AAP  recommendation, 
physicians  will  have  to  watch  for 
changes  in  such  parameters  as  the 
incidence  of  illness,  especially 
lower  respiratory  tract  infections, 
and  the  frequency  of  complications 
of  gastroesophageal  reflux  disease 


such  as  failure  to  thrive  and 
aspiration  pneumonia.17  In  some 
babies  it  may  turn  out  that  the 
risks  of  prone  sleeping  are  coun- 
terbalanced by  the  risks  of  supine 
sleeping. 

Parental  difficulty  with  the 
non-prone  position  - Another 
potential  negative  effect  of  the 
AAP  recommendation  to  avoid  the 
prone  position  is  the  likelihood 
that  parents  may  have  difficulty 
implementing  the  recommenda- 
tion. One  study  of  80  healthy  3- 
month-old  infants  found  that  the 
supine  sleeping  position  was 
associated  with  a decrease  in  sleep 
duration  and  an  increase  in  the 
number  and  duration  of  arousals, 
regardless  of  whether  the  infant 
was  used  to  the  prone  or  the 
supine  position.15  A 1960  study  of 
281  infants  found  that  newborns  in 
the  supine  position  had  more 
diaper  rashes,  more  self-inflicted 
excoriation  and  more  frequent 
crying.  More  that  half  of  babies 
laying  supine  stopped  crying 
when  turned  prone,  but  rarely  did 
a prone  baby  stop  crying  when 
turned  supine.48  It  is  true  that  some 
babies  seem  naturally  to  prefer  to 
sleep  prone,  and  babies  who  will 
not  stop  crying  or  will  not  fall 
asleep  in  the  supine  position  will 
be  a problem  for  their  families. 
Inevitably,  the  AAP  recommenda- 
tion will  cause  additional  stress 
and  anxiety  for  some  parents.12 

Conclusion 

What  has  happened  in  the  United 
States  since  the  American  Acad- 
emy of  Pediatrics  made  its  official 
recommendation  in  1992  of  the 
non-prone  position  for  healthy 
babies?  As  of  January  1994,  the 
prevalence  of  the  prone  position  in 
the  United  States  has  dropped 
from  73%  to  56%.  In  those  states 
from  which  data  on  sleeping 
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position  are  available,  no  consis- 
tent pattern  of  change  in  SIDS 
rates  has  been  seen.  Some  states 
have  had  no  change  and  some 
have  even  reported  an  increase  in 
SIDS  despite  a decrease  in  the 
prevalence  of  the  prone  position. 
However,  King  County,  Wash., 
recorded  a 52%  decrease  in  SIDS 
from  1991  to  1992,  which  may  be 
attributable  to  a newspaper 
editorial  advocating  non-prone 
sleeping.  Unfortunately,  the 
prevalence  of  the  prone  position  in 
King  County  in  1991  and  1992  are 
not  known.  According  to  this  same 
source,  preliminary  reports 
suggest  that  the  incidence  of  SIDS 
in  the  United  States  may  have 
decreased  approximately  12% 
when  comparing  spring  and 
summer  months  before  and  after 
the  AAP  recommendation.49  All  in 
all,  that  the  United  States  has  not 
seen  anywhere  near  the  50% 
decreases  in  SIDS  reported  by 
other  countries  is  very  likely  due 
to  the  fact  that  the  prevalence  of 
prone  sleeping  here  has  not 
decreased  very  much  here  in  the 
last  two  years. 

Considering  all  of  the  data 
recounted  above,  it  is  safe  to 
conclude  that  the  prone  position  is 


indeed  a preventable  factor  in  a 
long,  complicated,  enigmatic 
sequence  of  events  that  leads  to 
sudden  infant  death.  How  much  of 
a factor  it  plays  in  SIDS  in  the 
United  States  is  still  unknown, 
given  the  limited  and  inconclusive 
data  available  on  the  contributions 
of  cultural  factors  such  as  soft 
bedding  and  central  heating. 
However,  the  prone  position  is 
probably  a significant  enough 
factor  to  justify  an  intervention  as 
simple  as  recommending  the  non- 
prone  position  for  healthy  babies. 
Case  control  studies  are  now  being 
conducted  in  California,  King 
County,  Wash.,  Chicago  and  the 
Aberdeen  Area  of  the  Indian 
Health  Service.' 

Until  data  are  available  from 
these  studies,  I believe  the  best 
course  of  action  is  to  recommend 
the  supine  or  lateral  sleeping 
position  for  healthy  babies  but  still 
include  reassurances  for  parents 
who  have  difficulty  following  the 
recommendation.  In  explaining  the 
risks  of  prone  sleeping  to  parents, 
we  should  emphasize  that  the  risk 
for  SIDS  is  low  for  most  babies, 
regardless  of  sleeping  position, 
and  that  this  risk  is  only  slightly 
increased  by  the  prone  position. 


All  babies  with  significant  reflux 
disease  should  be  readily  excused 
from  the  recommendation,  and  we 
must  be  careful  to  avoid  giving 
parents  the  impression  that  their 
babies  are  falling  "out  of  the  frying 
pan  and  into  the  fire."  For  healthy 
babies,  the  supine  position  should 
be  the  first  choice,  but  the  lateral 
position  is  an  ideal  option  for 
infants  with  mild  or  unconfirmed 
gastroesophageal  reflux  or  those 
who  do  not  sleep  well  in  the 
supine  position.  If  a baby  does  not 
sleep  well  in  either  the  lateral  or 
the  supine  position,  the  prone 
position  is  still  a reasonable  option 
to  prevent  undue  stress  and  sleep 
deprivation  for  the  family.  We 
should  avoid  attributing  more  risk 
to  the  prone  position  than  is 
actually  there,  but  we  cannot  delay 
taking  advantage  of  this  new 
information  that  may  help  to  save 
some  babies'  lives.  □ 

For  a complete  list  of  references, 
write  to  Indiana  Medicine,  322  Canal 
Walk,  Indianapolis,  IN  46202-3268. 


Correspondence:  Catherine  M. 
Bradshaw,  M.D.,  720  S.  Wolcott, 
Room  812,  Chicago,  IL  60612. 
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At  Nasser,  Smith  & Pinkerton  Cardiology,  Inc., 

Your  Heart’s  in  the  Right  Place 


Statewide  Network 


Prevention  Programs 


Statewide  Alliance 


International 

Recognition 


40  practicing  cardiologists 
35  primary  care  physicians 
30  convenient  locations  statewide 
90%  research  self-funded 

recognized  internationally  tor  excellence  in  cardiac 
diagnosis,  treatment,  rehabilitation  &.  prevention 
a member  of  the  Indiana  Heart  Institute  r4EI 


¥ 

fl 

Gateway 

MEDICAL  RESOURCE  ALLIANCE  » 

Nasser.  Smith  & Pinkerton 
Cardiology.  Inc. 


THE  HEART  CENTER  OF  INDIANA 

8333  Naab  Road,  Suite  400  • Indianapolis,  IN  46260  • (800)  732-1482  • (317)  338-6666 
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CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


Indiana 

Heart 

Physicians, 

Inc. 


Physicians 

H O Hickman,  Jr.,  M D , FACC 
Thomas  M.  Mueller,  M D,,  FACC 
J.  Douglas  Graham  III.  M.D  , FACC 
Kathleen  H.  Flohr,  M.D.,  Ph  D,,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H,  Kliman,  M.D,,  FACC 
Thomas  C.  Passo,  M.D,,  FACC 
John  E.  Batchelder,  M.D,,  FACC 
Mark  D,  Cohen,  M D,,  FACC 
William  J Berg,  M D , FACC 
Thomas  D.  Hughes,  D O.,  FACC 
George  E.  Revtyak,  M.D.,  FACC 
Jeffrey  R.  Mossier,  M D , FACC 
Irwin  Labin,  M D , FACC 

al  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 
Melinda  W.  Hunmcutt,  M D 
Mark  E,  Hatfield,  M.D. 

providing 

Cardiology  and  Cardiac  Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 


Indianapolis/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  300 

Office 317-783-8800 

Appointment  Scheduling 317-781-3615 

Cardiac  Testing  Center 317-781-3636 

Toll  Free  (Nationwide) 800-992-2081 

Consulting  Offices  at: 

Greenwood  • Shelbyville  • Martinsville 
Mooresville  • Greensburg 

Indiana  Heart  Physicians  at  Columbus 
2325  18th  Street,  Suite  130 

Office 812-379-2020 

Toll  Free 800-537-9587 


Electrophysiology 

Percutaneous  Valvuloplasty 

Nuclear  Cardiology 

Stress  Echocardiography 

Exercise  Stress  Testing 

Holter  Monitoring 

ECG  Event  Monitoring 

Permanent  Pacemaker  Implantation 

Pacemaker  Surveillance 

Color  Flow  Doppler  Echocardiography 

Laser  Angioplasty 

Radio  Frequency  Catheter  Ablation 

Trans-Telephonic  Pacemaker  Analysis 

Nonmvasive  Peripheral  Vascular  Evaluation 

Signal  Average  EKG 

Myocardial  Biopsy 

Nutrition  Services 
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CARDIOLOGY 


'W 

Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  F.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 

Don  B.  Ziperman,  M.D.,  F.A.C.C.,  F.A.C.R 

Bradley  A.  Weinberg,  M.D.,  F.A.C.C. 

Richard  A.  Hahn,  M.D.,  F.A.C.C. 
Preetham  Jetty,  M.D. 


EAST  LOCATION 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office  (317)  355-1500 
Referring  Physician  Line: 

(317)  355-1100 


NORTH  LOCATION 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office  (317)  841-5385 
Referring  Physician  Line: 

(317)  841-5386 


Cardiology  & Cardiac 
Catheterization 

Coronary  Angioplasty 

Laser  Angioplasty 

Coronary  Atherectomy 

Coronary  Stents 

Echocardiography 

Transesophageal 

Echocardiography 

Color  Flow  Imaging 
Nuclear  Cardiology 
Stress  Testing 
Holter  Monitoring 
Pacemaker  Surveillance 

Permanent  Pacemaker 
Implantation 

Evaluation  of  Cardiac 
Risk  Factors 

Cardiac  Rehabilitation 
Program 
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CARDIOLOGY 


NORTHSIDE  CARDIOLOG 


PREVENTIVE 


mmm 


Edward  F.  Steinmetz,  M.D.,  F.A.C.C. 

J Stanley  Hillis,  M.D.,  F.A.C.C. 

Donald  A.  Rothbaum,  M.D.,  F.A.C.C. 

R.  Joe  Noble,  M.D.,  F.A.C.C. 

Clifford  C.  Hallam,  M.D.,  F.A.C.C. 
Ronald  J.  Landin,  M.D.,  F.A.C.C. 
Thomas  J.  Linnemeier,  M.D.,  F.A.C.C. 
Martin  R.  See,  M.D.,  F.A.C.C. 

Michael  W.  Ball,  M.D.,  F.A.C.C. 

Janet  S.  Rippy,  M.D.,  F.A.C.C. 

Morton  E.  Tavel,  M.D.,  F.A.C.C. 

Eric  N.  Prystowsky,  M.D.,  F.A.C.C. 
Robert  V.  Riddell,  M.D.,  F.A.C.C. 
Joseph  J.  Evans,  M.D.,  F.A.C.C. 
Zachary  I.  Hodes,  M.D.,  Ph.D.,  F.A.C.C. 
Joseph  E.  Steinmetz,  M.D.,  F.A.C.C. 
David  R.  Schmidt,  M.D.,  F.A.C.C. 

Mary  N.  Walsh,  M.D.,  F.A.C.C. 

Daniel  M.  Gelfman,  M.D.,  F.A.C.C. 
Richard  I.  Fogel,  M.D.,  F.A.C.C. 

Daniel  L.  Lips,  M.D.,  F.A.C.C. 

Mukund  D.  Patel,  M.D. 

Geilan  Ismail,  M.D. 

Scott  M.  Sharp,  M.D.,  F.A.C.C. 
Raymond  V.  Meldahl,  M.D.,  F.A.C.C. 
James  M.  Scheffler,  M.D. 

Gregory  B.  Eisner,  M.D. 

Michael  A.  Plainse,  M.D. 

Richard  J.  Gordon,  M.D. 


FOR  HEART  DISEASE 


HE  BEST  DEFENSE  AGAINST  CORONARY  HEART  DISEASE 
BEGINS  WITH  SOUND  PREVENTIVE  MEASURES.  AS  A 
GROUP  OF  INTERNATIONALLY  RECOGNIZED  PHYSICIANS,  WE 
SPECIALIZE  IN  STATE-OF-THE-ART  CARDIOVASCULAR  CARE, 
INCLUDING  EFFECTIVE  WAYS  TO  LOWER  YOUR  RISK.  WE 
OFFER  THE  RESOURCES,  TECHNOLOGY,  AND  BENEFITS  OF 
A LARGE  PRACTICE,  WITH  A FOCUS  ON  ONE-TO-ONE 
PATIENT  RELATIONSHIPS,  CREATING  A PRIVATE  PRACTICE 
ENVIRONMENT.  WE  CONSIDER  IT  THE  BEST 
APPROACH  TO  HIGH  QUALITY  CARDIOVASCULAR 

care.  When  it  comes  to  heart  disease,  there's  no 

BETTER  MEDICINE. 

1 \ORTHSIDE 
CARDIOLOGY  PC. 

8333  Naab  Road,  Suite  200 
Indianapolis,  IN  46260  1-800-732-1484 
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CARDIOLOGY 


DERMATOPATHOLOGY 


The  Heart  Center  of  Marion 


Prakash  N.  Joshi,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine  & Cardiovascular 
Disease 

Subodh  S.  Gupte,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine,  Cardiovascular 
Disease  and  Advanced  Achievement 
in  Internal  Medicine 

Gary  A.  Frick,  M.S.,  D.O. 

Diplomate,  National  Board  of 
Examiners  for  Osteopathic 
Physicians  and  Surgeons.  Board 
Certified  in  Internal  Medicine. 
Board  Eligible  in  Cardiology. 


providing 
2 D & M-mode 
Echocardiography 
Transesophageal 
Echocardiography 
Conventional  Doppler 
Color  Flow  Imaging 
Pharmacological 
Echocardiography 
Stress  Echo 
Treadmill  Exercise 
Testing 

Holter  Monitoring 
Electrocardiogram 
Cardiac  Catheterization 
Nuclear  Medicine 
Pacemakers 


1614  N.  Baldwin  Ave. 

Marion,  Indiana  45952 
Appointments:  (317)  664-1201 
Business  Office:  1-800-345-2035 
FAX:  (317)  664-2866 

Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 


DERMATOPATHOLOGY  LABORATORY,  INC. 


Larry  J.  Buckel,  M.D.  Howard  R.  Cray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 
Diplomates  of  the  American  Boards  of 
Dermatology  and  Dermatopathology 

Oral  Pathology:  Charles  E.  Tomich,  D.D.S.,  M.S.D. 
Diplomate  of  the  American  Board  of  Oral  Pathology 

T<\ 

Specializing  in 
Inflammatory  Skin  Diseases 
and  Neoplasms  of  the  Skin 

Approved  for  and  Accept  Medicare  and  Medicaid  Assignment 

DERMATOPATHOLOGY  LABORATORY,  INC. 

9202  North  Meridian  Street,  Suite  215 
Indianapolis,  IN  46260 
317/843-2204 

UPS  Mailers  and  Courier  Service  Available 


DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 

322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


CHRIS  C.  NAUM,  M.D.,  FCCP 
LUKE  A.  PLUTO,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


MICHAEL  R.  NIEMEIER,  M.D.,  FCCP 
THOMAS  Y.  SULLIVAN,  M.D. 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


ROBERT  W.  WELLER,  M.D.,  FCCP 
PATRICK  E.  WRIGHT,  M.D.,  FCCP 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N.  SENATE  BLVD.,  SUITE  400  • INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111 
PHONES  ARE  ANSWERED  24  HOURS  A DAY 

1-800-321-LUNG  • MONDAY  • FRIDAY  6:30  A.M.  - 4:30  P.M. 


I*  1 ■■  ■ 1 ■ ■ : 1 = 

1 

ALCOHOLISM  TREATMENT 

BREAST  DISEASES 

Eugene  G.  Roach,  M.D. 

Medical  Director 

lAnderson  Center 

of  Saint  John's 
221  0 Jackson  Street 
Anderson,  Indiana  46016 

1-800-435-9143  or  (317)  646-8444 

• Comprehensive  Alcohol  & Drug  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Free  Assessment  & Intervention 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 


Diagnosis 
Consultation 
Risk  assessment 
Surgical  Oncology 
of  the  breast 


(317)  872-9580 
8330  Naab  Road,  Suite  213 
Indianapolis,  IN  46260 

Appointment  by  referral 
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INTERNAL  MEDICINE 

HEMODIALYSIS 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley,  M D , FA  C P 
J.  Edwin  Bolander  II,  M D 
Richard  Bloch,  M D 
Charles  B Carter,  M.D 
William  H Dick,  M D . F A C P 


Douglas  F.  Johnstone,  M D . J.D 
Wendy  L.  Kindig,  M D 
LeRoyH.  King.  Jr , M D , F A.C.P. 
Barry  F.  Krieble,  M D 
Mary  A,  Margolis,  M.D 


Theodore  F.  Hegeman.  M.D.,  FAC  P.,  MBA  Tim  E Taber,  M.D 

1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis,  IN  46202 
Tel:  317-924-8425 

By  Physician  Referral 

Clinical  Nephrology,  Hemodialysis,  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic 
Kidney  Stone  Disease,  Hypertension,  Fluid  and 
Electrolyte  Imbalance,  Critical  Care 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 

DIALYSIS  INSTITUTE 
OF  NORTHWEST  INDIANAPOLIS 

6488  Corporate  Way 
Indianapolis,  Indiana  46278 
317-328-9667 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 


HAND  SURGERY 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 

SOUTH  INDY  HAND  CENTER,  P.C. 
VIDYASAGAR  S.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 
Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof  Bldg 

3417  S Sherman  Dr  , Suite  F 1550  E County  Line  Rd  . Suite  315 

Beech  Grove,  IN  46107  Indianapolis,  IN  46227 

(31  7]  783-1 31 9 (31  7]  B88-0004 
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ASTHMA  & ALLERGY 


PSYCHIATRY 


FRANK  WU,  M.D. 

DIPLOMATE, 
AMERICAN  BOARD 
OF  ALLERGY  & 
IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317) 872-4213 


Eugene  G.  Roach,  M.D. 

Medical  Director 


Anderson  Center 

of  Saint  John's 

221  0 Jackson  Street 

Anderson,  Indiana  46016 


1-800-435-9143  or  (317)  646-8444 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


PAIN  MANAGEMENT 


EDWARD  KOWLOWITZ  M.D. 


A PRACTICE  DEDICATED  TO 
ACUTE  AND  CHRONIC 

PAIN  SUFFERERS. 


Fellowship  Trained  in  Pain  Management  @ Duke  Univ 
Diplomate  American  Board  of  Anesthesiology  with 

Added  Qualifications  in  Pain  Management 
Diplomate  American  Board  of  Pain  Medicine 
Diplomate  American  Academy  of  Pain  Management 


NON  SURGICAL  TREATMENT  SERVICES 


NECK  S LOW  BACK  PAIN 
DISC  RELATED  DISORDERS 
FAILED  BACK  & NECK  SYNDROMES 
MYOFASCIAL  PAIN  SYNDROME 
FIBROMYALGIA 

SYMPATHETICALLY  MEDIATED  PAIN 
REFLEX  SYMPATHETIC  DYSTROPHY 
POST  TRAUMATIC  PAIN  SYNDROMES 
DIABETIC  NEUROPATHY 
POST  HERPETIC  NEURALGIA 
CENTRAL  PAIN  SYNDROME 
CANCER  PAIN  MANAGEMENT 


MULTIDISCILPLINARY  TX 
PSYCHOLOGICAL  TESTING 
PSYCHOLOGICAL  COUNSELING 
PHYSICAL  THERAPY 
TRIGGER  POINT  INJECTIONS 
EPIDURAL  NERVE  BLOCKS 
FLUOROSCOPIC  CONTROLLED: 
SYMPATHETIC  BLOCKS 
EPIDURAL  ENDOSCOPY 
DIAGNOSTIC  NERVE  BLOCKS 
MEDICAL  MANAGEMENT 
IMPLANTABLE  DEVICES 


7440  N.  SHADELAND  AVE.  SURE  IOO 


INDPLS,  IN  46250  317  - 578  - 7246  (PAIN) 
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ONCOLOGY  — HEMATOLOGY 


INDIANA 

ONCOLOGY-HEMATOLOGY 
CONSULTANTS,  P.C. 


1 -800-ONC-HEME 
1-800-662-4363 


Central:  317-927-5770 
St.  Francis:  317-783-8509 


Central  Office:  1828  N.  Illinois  Street  Indianapolis,  IN  46202 

Laurence  H.  Bates,  M.D.  William  M.  Dugan,  Jr.,  M.D. 

William  H.  Bond,  M.D.  Redmond  P.  Hogan,  III,  M.D. 

Penny  Cooper,  M.D.  James  E.  Schroeder,  M.D. 

Gregory  W.  Smith,  M.D. 


Central  Office  located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 


St.  Francis  Office:  1600  Albany  Medical  Clinics  Bldg 
Beech  Grove,  IN  46107 

Redmond  P.  Hogan,  III,  M.D.  Gregory  W.  Smith,  M.D. 

Randall  C.  Trowbridge,  M.D. 
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■ physicians'  directory 


RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 

ONCOLOGY 

Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

DEVDAS  SHETH,  M.D. 

★★★★★★ 

MOISES  DOMINGO,  M.D. 

Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

KANTA  R.  DESAI,  M.D. 

Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

★★★★★★ 

PRAMOD  V.  PRABHU,  M.D. 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 
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HAND,  WRIST,  ELBOW  & SHOULDER  SURGERY 
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■ physicians'  directory 


ORTHOPAEDIC  SURGERY 

AN  INDIANA 

William  0.  Irvine,  M.D. 

TRADITION  S RCsfe”d„:'pM:DM  n 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D. 

John  K.  Schneider,  M.D. 

j 1 Joseph  R.  Bade.  M.D. 

Sanford  S.  Kunkel,  M.D. 

^ ^||  i David  A.  Fisher,  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Dean  C.  Maar,  M.D. 

Brokaw,  M.D. 

David  M.  Kaehr.  M.D. 

Carlos  R.  Berrios,  M.D. 

G.  Scott  Bowen,  M.D. 

C\  DTU  O DA  pr  1 P C Michael  P.  Shea,  M.D. 

^ TV  1 nVJlMPL/IUP  Michael  L.  Kramer,  M.D. 

INDIANAPOLIS  &?£.  SS^d. 

Excellence  in  Full  Service  Orthopaedics  Since  1962  Tim ot hv  G ° \V  c be  r ' ivf  D^ 

Gregory  P.  Nicholson,  M.D. 

Joint  Reconstruction  Timothy  E.  Dicke,  M.D. 

Trauma  Physical  Medicine  & Rehabilitation 

Fracture  Care  Robert  C.  Gregori,  M.D. 

Sports  Medicine  Bianca  S.  Ainhorn.  M.D. 

Scoliosis  John  R.  McLimore,  M.D. 

Spinal  Surgery  Richard  Kiang,  M.D. 

Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 

. • c ORTHOPAEDICS  INDIANAPOLIS 

Arthroscopic  Surgery 

Pediatric  Orthopaedics  1 801  North  Senate  Blvd 

Adult  Orthopaedics  Suite  200 

Ilizarov  Limb  Lengthening  & Indianapolis,  In  46202 

Deformity  Correction  317-923-5352 

Musculoskeletal  Rehabilitation  1-800-223-3381 

Electrodiagnosis  Fax  3 1 7-924-0 1 1 5 

Indianapolis  Eagle  Highlands  Danville  Greencastle 
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■ physicians'  directory 


NEUROLOGICAL  SURGERY 


Columbus  Spine  & Neurosurgery  Services,  P.C. 

□aria  Schooler,  R.Ph.,  M.D.* 


"Graduate  - Indiana  University  School  of  Medicine 
Neurosurgery  Residency  - Cleveland  Clinic  Foundation 
Pediatric  Neurosurgery  Training  - Primary  Children's  Medical  Center,  Salt  Lake  City,  Utah 
Clinical  Assistant  Professor  of  Neurosurgery  - Indiana  University  School  of  Medicine 


EXCELLENCE  IN  NEUROSURGICAL  CARE  FOR  SOUTHERN  INDIANA 

Comprehensive  Management  of  Neurosurgical  Disorders  including: 

• Central  Nervous  System  Tumors 

• Cerebrovascular  Disease 

• Pituitary  Tumors 

• Cervical  and  Lumbar  Degenerative  Spinal  Disease 

• Trigeminal  Neuralgia 

• Carpal  Tunnel  Syndrome 

Utilizing  State-of-the-Art  Techniques  including: 

• Microneurosurgery 

• Computer  Assisted  Stereotactic  Surgery 

• Contact  Nd-YAG  Laser 

• Spinal  Instrumentation 

• ICP  Monitoring 

• Neuroendoscopy 

Appointments  Scheduled  by  Physician  Referral 
2675  Foxpointe  Drive,  Suite  B • Columbus,  IN  47203-3222 
812-375-0000  • Toll  Free  1-800-375-0636  • FAX  812-375-071 1 
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■ physicians'  directory 


ANATOMIC  PATHOLOGY 


Anatomic 

Pathology 

Associates 

Surgical  biopsy  interpretation 

Hematopathology 

Fine  needle  aspiration  biopsy,  by 
appointment 

Fine  needle  aspiration  biopsy 
interpretation 

Extragenital  cytology 

24  Fiour  consultation  available 

College  of  American  PatFiologists 
accredited 


Contract  participation  in  most 
regional  and  national  insurance 
programs 

Accept  Medicare  and  Medicaid 
assignment 

Mailer  kits  and  courier  service 
available 


FOR  MORE  INFORMATION: 


Call  our  Client  Service  Representative  at 

317  / 484-5700  or  toll  free  at  1-800-658-0099 

5940  West  Raymond  St.,  Indianapolis,  IN  4624 1 


Diplomates 
of  the 

American  Board 
of  Pathology 

Garry  L.  Bolinger,  M.D. 
Isabelle  A Buehl,  M.D. 
Steven  A.  Clark,  M.D. 
Janice  K.  Fitzharris,  M.D.,  Ph  D. 
Robin  A.  Helmuth,  M.D. 
Robert  P Hooker,  M.D. 
Richard  0.  McClure,  M.D. 

F.  Donald  McGovern,  Jr.,  M.D. 
T.  Max  Warner,  M.D. 
Edward  R.  Wills,  M.D. 
Ralph  F.  Winkler,  M.D. 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 
Indiana  Medicine , 

322  Canal  Walk, 
Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 
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■ alliance  report 


ValerieGates 

ISMA  Alliance  president 

T he  ISMA  Alliance  annual 
convention  was  well  attended  by 
delegates  representing  20  of  our  24 
organized  counties.  Twelve  past 
ISMA  Alliance  presidents  also 
attended.  Activities  for  the  conven- 
tion included  a luncheon  cer- 
emony to  remember  those  Alliance 
members  who  had  died  during  the 
past  year,  a workshop  on  grief 
with  Dr.  Clifford  Kuhn,  installa- 
tion of  the  new  officers,  remarks 
by  Sharon  Scott,  AMA  Alliance 


president,  a time  to  share  ideas  for 
membership,  incoming  and 
outgoing  board  meetings  and  the 
presentation  by  the  county  presi- 
dents of  their  county  alliance 
programs  and  projects. 

The  hospitality  room  high- 
lighted state  and  county  alliance 
projects  and  programs.  An  AMA- 
ERF  silent  auction  was  held.  The 
ISMA  Alliance  welcomed  all 
society  members  to  view  the 
displays. 

ISMA  Alliance  members 
would  like  to  thank  the  ISMA  and 
staff  for  all  of  their  support.  We  are 
encouraged  when  we  see  all  that 


has  been  accomplished  for  our 
physician  families  this  year. 

Alliance  members  are  prepar- 
ing a Medicine  Day  program  and  a 
Support  Focus  Workshop  for  the 
spring  meeting.  We  plan  to  have 
all  legislative  phone  trees  active 
during  the  legislative  session.  We 
appreciate  the  updates  from  the 
staff  of  the  ISMA  Government 
Relations  Department.  The  more 
informed  we  become,  the  more 
help  we  can  provide  our  member- 
ship. 

We  look  forward  to  our 
continued  working  relationship.  □ 


JgfT  ALLIANCE 


From  left  - Phyllis  Walker,  Bloomington;  Laurel 
Weddle,  Columbus;  Fran  Foster,  Fort  Wayne;  Cheryl 
Haslitt,  Muncie;  Patty  Lackey,  Evansville;  and  Ann 
Wrenn,  Bloomington,  during  the  installation  of 
officers. 


Ann  Wrenn,  AMA  Alliance  secretary,  of  Bloomington, 
and  ValerieGates,  ISMA  Alliance  president,  of 
Valparaiso  prepare  to  install  next  year's  officers. 
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Comforting,  isn’t  it? 


It's  not  a car. 


It's  not  a truck.  It's 


not  another  4X4.  It's  not 


what  all  the  neighbors  will  be 


driving.  It's  a Hummer.  A street-legal  vehicle 


designed  to  go  places  and  do  things  no  other 


vehicle  can.  A vehicle  capable  of  navigating  any 


terrain  the  world  has  to  offer  (including  the 


highway).  In  a cookie- 


cutter,  me-too  world. 


it  stands  proudly  alone. 


Call  Brian  Moffitt, 

Hummer  Product  Manager  at 

(317)  882-8425 

1250  US  31  South  • Greenwood,  IN 
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seme  calendar 


Reid  Hospital 

Mar.  1 - Prescription  Writing 

Mountains, 

Reid  Hospital  and  Health  Care 

and  Controlled  Sub- 

Snowmass, Colo. 

Services  in  Richmond  will  present 

stances. 

Feb.  28-  Advances  in  the 

an  evening  seminar  on  "Occupa- 

Mar. 2 - Introduction  to 

Mar.  2 - Management  of  In- 

tional Health"  Feb.  20. 

Neuropathology. 

fectious  Diseases: 

For  additional  information. 

Mar.  15-16-  Thoracoscopy  Work- 

Winter Update, 

call  Marie  Hopper  at  (317)  983- 

shop  for  Pulmonary 

South  Seas  Planta- 

3112. 

Physicians,  Indiana 

tion,  Captiva  Island, 

University  School  of 

Fla. 

St.  Mary's  Medical  Center 

Medicine  Library, 

Mar.  6 - Rapid  Response  to 

St.  Mary's  Medical  Center  in 

Indianapolis. 

Myocardial 

Evansville  will  present  the  Annual 

Apr.  13-14-  Dermatopathology. 

Infarction,  Laurel 

G.I.  Seminar  on  "Motility  Disor- 

Apr. 29  - 20th  Annual  del 

Manor  Conference 

ders"  Feb.  29  at  1 p.m. 

Regato  Lecture. 

Center,  Livonia, 

For  registration  information. 

May  10  - Hemostasis  in 

Mich. 

call  (812)  485-4468. 

Cardiothoracic  Sur- 

Mar.  10-14-  Radiology  in  the 

gery. 

Desert  - Practical 

St.  Vincent  Hospitals 

May  17  - New  Horizons  in 

Aspects  of  Radiology 

St.  Vincent  Hospital  and  Health 

Medicine. 

and  Imaging, 

Services  in  Indianapolis  will 

June  6-7  - ASCO. 

Marriott's  Camel- 

present  these  CME  courses: 

All  courses  will  be  presented 

back  Inn  Resort,  Golf 

Mar.  15  - Emergency  Room 

at  the  University  Place  Conference 

Club  & Spa, 

Physicians  Seminar, 

Center  and  Hotel  in  Indianapolis 

Scottsdale,  Ariz. 

location  to  be  an- 

unless otherwise  noted.  For  more 

Mar.  12-16-  Family  Practice  1996: 

nounced,  Indianapo- 

information, call  (317)  274-8353. 

20th  Annual  Spring 

lis. 

Review  Course, 

Apr.  27-28-  14th  Annual  Spring 

Washington  University 

Towsley  Center,  Ann 

Seminar  in 

Washington  University  School  of 

Arbor,  Mich. 

Derma  topathology  - 

Medicine  will  present  these  CME 

Mar.  22  - Applied  Clinical 

"Compare  Your  Di- 

courses: 

Informatics  Sympo- 

agnoses with 

Mar.  13-15-  Annual  Refresher 

sium:  Topics  on  In- 

Bernie's," St.  Vincent 

Course  and  Update 

formation  Systems  of 

Hospital  Cooling 

in  General  Surgery. 

Immediate  Impor- 

Auditorium, India- 

Mar. 21-22-  Clinical  Pulmonary 

tance  for  the  Practic- 

napolis. 

Update. 

ing  Clinician, 

May  10  - Progress  in  Cardiol- 

Mar. 30  - Cardiopulmonary 

Towsley  Center,  Ann 

ogy  IX,  Westin  Ho- 

Bypass & Coagula- 

Arbor, Mich. 

tel,  Indianapolis. 

tion  Deficiencies  for 

Mar.  28-29-  Challenges  and 

For  more  information,  call 

Surgeons. 

Changes  in  Obstet- 

Beth Hartauer,  (317)  338-3460. 

All  courses  will  be  held  at  the 

rics  and  Gynecology, 

Washington  University  Medical 

Towsley  Center,  Ann 

Indiana  University 

Center  in  St.  Louis.  For  more  in- 

Arbor, Mich. 

The  Indiana  University  School  of 

formation,  call  1-800-325-9862. 

Mar.  30  - Transvaginal  Ultra- 

Medicine will  present  the  follow- 

sound Workshop, 

ing  CME  courses: 

University  of  Michigan 

Towsley  Center,  Ann 

Feb.  16  - Violence  and  Mental 

The  University  of  Michigan  Medi- 

Arbor, Mich. 

Illness. 

cal  School  will  sponsor  these  CME 

To  register,  call  Vivian  Woods 

Feb.  24-25  - Indiana  Society  of 

courses: 

at  (313)  763-1400.  □ 

Anesthesiologists. 

Feb.  25-  Radiology  in  the 
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LIFELINES 

CHILDREN'S  HOSPITAL 


Specializing  in  the  care  of  children. 

Head  Injuries 
Spinal  Cord  Injuries 


Bronchopulmonary 

Dysplasia 


• Ventilator  Care 

• Juvenile  Rheumatoid 
Arthritis 

• Feeding  Disorders 


LIFELINES 


CHILDREN'S 

HOSPITAL 


• Burns 

• Neonatal  Program 

• Cerebral  Palsy  Clinic 

• Outpatient  Therapies 
(Occupational,  Physical,  and 
Speech  Therapies  Available) 


Joint  Commission 

on  A<xr*&&ttan  of  Hoitthcir*  Cry  inlot  tom 


1 707  W.  86th  St 
P.O.  Box  40407 

L Indianapolis,  IN  46240-0407 

317-872-0555 
Fax  317-471-0058 


COfT 


The  Commission 

n AaradltiOon  of  (t+tubflUOon  fidtVm 


GLOBUS 

jfEcS  Computer  Services 


NOVELL 


Microsoft' 

L-VUnlillJi'ii'iliTtil 


•Is  your  hardware  catching  up  with  the  software? 

•Is  your  software  the  best  suited  for  your  business? 

•Do  your  computers  operate  with  the  highest  efficiency? 
•Are  you  familiar  with  the  client/server  concepts, 
and  how  it  can  make  your  data  work  better  for  you? 


You  don’t  have  to  be  a computer  expert  to  take  all  the 
advantages  of  the  latest  technology.  Just  give  us  a call. 
We  have  the  answer  for  you! 


Computers  • Printers  • Software  • LANs  • WANs  • Custom  Applications 


A Complete  Network  Solution 


•Design 

•Installation 

•Service 

•Systems  Integration 

V 


•Novell 
♦Windows  NT 
•Lantastic 



Database  Design  and  Implementation 

•Microsoft  SQL  Server 
•Microsoft  Access 
•Visual  Basic 

V J 


For  a FREE  network  analysis  and  consultation 


Microsoft'  call  (317)  767-9690 


CERTIFIED  PROFESSIONAL 


Product  Specialist  Our  Certified  Systems  Engineers  will  find 

the  best  solutions  for  all  your  computer  needs. 


Microsoft' 


CERTIFIED  PROFESSIONAL 


Systems  Engineer 
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■ news  briefs 


Three  Indiana  hospitals  listed 
among  top  100 

Wishard  Memorial  Hospital  in 
Indianapolis,  St.  Mary's  Medical 
Center  in  Evansville  and  Deacon- 
ess Hospital  in  Evansville  were 
judged  among  the  country's  best 
hospitals  at  delivering  clinical  care 
while  making  a profit,  according  to 
a recent  analysis  of  nearly  4,000 
acute  care  hospitals. 

Modern  Healthcare,  a healthcare 
business  news  weekly  magazine, 
announced  the  results  of  the  study, 
which  listed  100  hospitals  judged 
on  financial  management,  opera- 
tions and  clinical  outcomes.  The 
analysis  was  done  by  HCIA,  a 
Ba ltimore-based  healthcare 
information  company,  and  Mercer, 
a New  York-based  human  re- 
sources management  consulting 
firm. 

Wishard  made  the  list  for  the 
third  straight  year  and  St.  Mary's 
for  the  second  time.  This  was  the 
first  time  Deaconess  was  listed. 

Free  telephone  service 
offers  HIV  information 

HIV/AIDS  Treatment  Information 
Service  (ATIS)  is  a free  telephone 
reference  service  for  health  care 
providers  and  people  living  with 
HIV  disease.  Reference  specialists 
answer  questions  about  the  latest 
treatment  options,  provide  cus- 
tomized database  searches  and 
link  callers  to  other  HIV/AIDS 
information  resources. 

Through  the  service,  callers 
can  acquire  copies  of  the  latest 
federally  approved  treatment 
guidelines  including: 

• Recommendations  for  HIV 

Counseling  and  Voluntary 

Testing  for  Pregnant  Women. 

• Guidelines  for  the  Prevention 


of  Opportunistic  Infections  in 
Persons  Infected  with  HIV. 

• Study  results  concerning  the 
Anti-HIV  Therapy  which 
Lowers  Risk  of  AIDS,  Death  in 
Patients  with  Intermediate- 
Stage  HIV  Disease. 

The  treatment  service  recently 
developed  the  Glossary  of  HIV- 
AIDS-Related  Terms  to  help 
people  understand  the  technical 
terms  related  to  HIV,  its  associated 
treatments  and  the  medical 
management  of  related  conditions. 

The  information  service  is 
offered  through  the  CDC  National 
AIDS  Clearinghouse. 

To  receive  a free  copy  of  the 
glossary  or  obtain  other  informa- 
tion, call  1 -800-HIV-0440  or  send 
an  e-mail  to 

atis@cdcnac.aspensys.com. 

Indiana  Hand  Center 
to  develop  network 

The  Indiana  Hand  Center,  based  in 
Indianapolis,  has  finalized  an 
agreement  with  VIVRA,  a national 
specialty  health  care  company,  to 
develop  VIVRA-Orthopaedics,  an 
orthopaedic  specialist  network. 

VIVRA-Orthopaedics  will 
focus  on  the  development  of 
networks  of  orthopaedists  to 
establish  provider-payer  relation- 
ships for  specialist  care.  The 
premise  is  to  proactively  present 
comprehensive  orthopaedic 
management  services  to  health 
insurance  and  workers'  compensa- 
tion payers  and  primary  care 
physicians  with  risk  contracts  or 
gatekeeper  responsibilities. 


Hospital  and  health  care 
mergers,  affiliations 

This  list  briefly  summarizes  recent 
news  of  mergers,  acquisitions  and 
affiliations  of  hospitals  and  other 
medical  institutions.  The  informa- 
tion is  reprinted  from  Indiana 
Economic  Log  with  permission  of 
NBD  Bank,  which  compiles  the  list 
from  newspaper  stories. 

• Healthcare  Specialists  of  North 
Central  Indiana  is  a new 
alliance  of  30  physicians 
formed  in  Lafayette.  Its 
primary  goal  is  to  provide 
statistics  for  doctors'  contracts 
with  insurance  companies,  and 
its  secondary  purpose  is  to 
assist  new  doctors  coming  into 
the  area. 

• Hobart-based  Ancilla  Systems 
plans  to  consolidate  its 
Michiana  Community  Hospi- 
tal in  South  Bend  and  its  St. 
Joseph  Hospital  in  Mishawaka 
and  rename  them  St.  Mary 
Community  Hospital  in  South 
Bend  and  St.  Joseph  Commu- 
nity Hospital  in  Mishawaka. 
Ancilla  Systems  is  creating  a 
new  regional  health  care 
organization  called  Ancilla 
Health  Care,  which  includes 
the  two  hospitals;  Edison 
Lakes  Medical  Center,  Linden 
Vale  Hospital  and  Healthy 
Family  Center  in  Mishawaka; 
and  23  Medical  Park  Plaza  and 
Pregnancy  Clinic  of  Urbancare 
in  South  Bend. 

• Wabash  County  Hospital  has 
discontinued  its  previously 
announced  plans  to  affiliate 
with  the  regional  health  care 
system  that  Parkview  Memo- 
rial Hospital  in  Fort  Wayne  is 
attempting  to  establish  with 
outlying  community  hospitals.Q 
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Ouer  the  years, 
physicians  throughout  Indiana 
haue  experienced  the  trust,  confidence 
and  cooperation  that  are  apparent  in  the  professional 
relationships  & services  of  Industrial  Rehabilitation  Associates. 

This  partnership  philosophy  prevails  because  of  IRA's  work  ethic  and  its 
highly-trained  management  and  clinical  staff,  who  are  experts  in  the  fields 
of  physical  and  occupational  therapy  and  industrial  injury  management. 

The  primary  physician  is  always  kept  well-informed  and  up-to-date 
on  patient  progress  from  the  first  consultation  to  final  discharge. 

Find  out  for  yourself  why  “Physician-Approved’’ 
is  our  most  sought-after  recognition. 


industrial  Rehabilitation 

Associates,  Inc. 

“Our  Place  - Serving  Your  Rehabilitation  Needs" 

3764  West  Morris  Street  Indianapolis,  IN  46241 


1 31 7 247  7650  Toll-free  1-800-339-3557 


Explore 


Leonardo  da  Vinci  did  — everything  from 
flight  to  anatomy  — expanding  his  knowl- 
edge and  potential.  Think  what  he  might 
have  accomplished  in  today’s  world  of 
high  technology. 


If  you’re  a Family  Practitioner, 
Physician  Assistant,  or  Physical 
Therapist,  explore  the  high-tech 
world  of  Air  Force  medicine  — a 
world  where  professionals  work 
hand  in-hand  giving  patients  the 
best  care  possible  without  concern 
for  the  patient’s  ability  to  pay. 

You’ll  enter  a ready-made  practice 
with  none  of  the  start-up  and  profes 
sional  liability  insurance  expenses. 


the  opportunities. 


Y ou  can  explore  opportunities  for  advanced 
education  to  keep  you  abreast  of  new 
ideas  in  your  field. 

And  chances  are  good  you’ll  have 
more  time  to  spend  with  family 
and  friends,  or  to  pursue  a hobby. 
Plus,  there  are  opportunities  for 
you  to  explore  other  countries 
and  cultures.  You'll  also  have 
the  prestige  of  being  an  Air 
Force  officer  and  the  pride  of 
serving  your  country. 

For  more  information,  call 
-800-423-US  AF.  Or  send  your  CV 
to  HQ  USAFRS/RSH,  Randolph  AFB 
TX  78150-5421. 


AIM  HIGH 

AIR_k^ 
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David  H.  Brewer,  M.D. 

Dr.  Brewer,  64,  former  Taylor 
University  Health  Center  physi- 
cian, died  Oct.  6,  1945,  at  his  home 
in  Hartford  City. 

He  was  a 1965  graduate  of  the 
University  of  Michigan  Medical 
School. 

Dr.  Brewer  established  a 
general  practice  in  Hartford  City 
and  Upland  in  1987  and  was  on 
staff  at  the  Blackford  County 
Hospital.  He  was  the  Taylor 
University  Health  Center  physi- 
cian from  1988  to  1993.  An  or- 
dained United  Methodist  minister, 
Dr.  Brewer  had  served  as  a medi- 
cal missionary  in  Nigeria  and 
Haiti. 

Clyde  G.  Culbertson,  M.D. 

Dr.  Culbertson,  89,  a medical 
researcher,  educator  and  philan- 
thropist, died  Sept.  27,  1995,  at  the 
Four  Seasons  Health  Care  Center 
in  Columbus,  Ind. 

He  was  a 1931  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Culbertson  had  been 
professor  and  chair  of  the  Depart- 
ment of  Clinical  Pathology  at  the 
IU  Medical  Center,  director  of  the 
laboratory  of  hygiene  at  the 
Indiana  State  Board  of  Health,  a 
founder  and  director  of  the 
Indianapolis  American  Red  Cross 
Blood  Donor  Center  and  director 
of  biological  research  at  Eli  Lilly  & 
Co.  He  was  instrumental  in 
commercial  development  of  the 
Salk  polio  vaccine,  a safer  rabies 
vaccine  and  the  antibiotic  erythro- 
mycin. He  discovered  that  free 
living  amebae  could  infect  the 
brains  of  experimental  animals 
and  humans.  One  species  of  these 
amebae,  Acanthamoeba  culbertsoni, 
was  named  in  his  honor.  After 
retiring  from  Lilly  in  1970,  he 


continted  research  on  free  living 
amebae  in  a Lilly  laboratory  in 
Wishard  Hospital  in  Indianapolis 
and  in  a laboratory  in  his  Nash- 
ville, Ind.,  home.  He  endowed  the 
Culbertson  Chair  of  Pathology 
Education  in  the  IU  School  of 
Medicine  to  strengthen  the  educa- 
tion of  medical  students  and 
provided  leadership  support  for 
another  endowed  chair.  Dr. 
Culbertson  was  a founding  fellow 
of  the  College  of  American  Pa- 
thologists and  served  as  president 
of  the  American  Society  of  Clinical 
Pathologists. 

Bernard  E.  Edwards,  M.D. 

Dr.  Edwards,  81,  a South  Bend 
anesthesiologist,  died  Oct.  21, 

1995,  at  St.  Joseph's  Medical 
Center  in  South  Bend. 

He  was  a 1941  graduate  of  the 
Loma  Linda  University  School  of 
Medicine. 

Dr.  Edwards  was  a member  of 
the  American  Society  of  Anesthesi- 
ologists, the  International  Anesthe- 
sia Research  Society,  the  American 
and  Midwest  pain  societies,  the 
American  Academy  of  Pain 
Medicine  and  the  American 
Academy  of  Pain  Management.  He 
was  a founding  member  of  the 
International  Association  for  the 
Study  of  Pain  and  a past  president 
of  the  Indiana  Academy  of  General 
Practice. 

Harley  F.  Flannigan,  M.D. 

Dr.  Flannigan,  86,  a retired 
LaGrange  family  physician,  died 
Oct.  19,  1995,  at  Parkview  Memo- 
rial Hospital  in  Fort  Wayne. 

He  was  a 1931  graduate  of  the 
University  of  Tennessee  Center  for 
Health  Sciences. 

Dr.  Flannigan  moved  to 
LaGrange  from  Hobart  in  1937. 


Emory  D.  Hamilton,  M.D. 

Dr.  Hamilton,  81,  a Fort  Wayne 
anesthesiologist,  died  Oct.  5,  1995, 
at  Woodview  Health  Care  in  Fort 
Wayne. 

He  was  a 1940  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Hamilton  had  served  as 
president  of  the  St.  Joseph  Medical 
Center  staff  and  of  the  Indiana 
Society  of  Anesthesiologists.  He 
retired  in  1982. 

Maurice  Kaufman,  M.D. 

Dr.  Kaufman,  77,  an  Indianapolis 
internist,  died  Sept.  20,  1995. 

He  was  a 1943  graduate  of  the 
Johns  Hopkins  University  School 
of  Medicine  and  served  as  a 
captain  in  the  Army  Medical 
Corps  from  1944  to  1946. 

Dr.  Kaufman  was  in  private 
practice  in  Bridgeport,  Conn.,  from 
1948  to  1975  and  served  as  medical 
director  at  Community  Health 
Plan  in  Bridgeport.  He  was  an 
instructor  at  Yale  University 
School  of  Medicine  and  then 
served  as  an  assistant  professor  at 
the  Indiana  University  School  of 
Medicine  from  1977  until  his 
death.  He  had  been  affiliated  with 
Wishard  Memorial,  Methodist, 
Winona  Memorial  and  Commu- 
nity hospitals  in  Indianapolis.  Dr. 
Kaufman  was  medical  director  at 
Metro  Health  Plan  in  Indianapolis 
from  1976  to  1989,  when  he  retired. 
He  was  a member  of  the  board  and 
president  of  the  Central  Indiana 
Council  on  Aging  from  1977  until 
his  death.  He  received  the  1989 
George  Davis  Award  of  the 
Interfaith  Fellowship  on  Religion 
and  Aging  for  noteworthy  support 
and  advocacy  of  programs  de- 
signed to  meet  the  needs  of  older 
persons. 
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Larry  P.  Kays,  M.D. 

Dr.  Kays,  52,  an  Evansville  neu- 
rologist, died  Nov.  10,  1995.  He 
previously  lived  in  Indianapolis. 

He  was  a 1968  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a Navy  veteran  of 
the  Vietnam  War. 

Dr.  Kays  was  on  the  staff  at  St. 
Mary's  Medical  Center  and 
Deaconess  Hospital  in  Evansville. 

Stewart  B.  Kephart,  M.D. 

Dr.  Kephart,  78,  a Bluffton  obstetri- 
cian/ gynecologist,  died  Oct.  15, 
1995. 

He  was  a 1943  graduate  of  the 
University  of  Pennsylvania  School 
of  Medicine  and  an  Army  veteran 
of  World  War  II. 

Dr.  Kephart  was  on  the  staff  of 
the  Caylor-Nickel  Medical  Center 
in  Bluffton  from  1951  to  1989.  He 
founded  the  clinic's  department  of 
obstetrics  and  gynecology,  which 
he  chaired  for  38  years.  He  was  a 
fellow  of  the  American  Board  of 
Obstetricians  and  Gynecologists 
and  a fellow  of  the  International 
College  of  Surgeons.  He  had 
served  as  president  of  the  Indiana 
Society  of  Obstetricians  and 
Gynecologists  and  as  past  director 
emeritus  of  the  Indiana  Division  of 
the  American  Cancer  Society.  He 
was  a member  of  the  American 
Association  for  Maternal  and 
Infant  Health,  the  American 
Fertility  Society  and  the  American 
Geriatrics  Society. 

Ivan  T.  Lindgren,  M.D. 

Dr.  Lindgren,  63,  an  Aurora  family 
physician,  died  Nov.  8,  1995,  at  his 
home. 

He  was  a 1957  graduate  of  the 
University  of  Illinois  College  of 
Medicine  and  served  in  the  U.S. 

Air  Force  from  1959  to  1961. 

Dr.  Lindgren,  who  had  a 
practice  in  Aurora  for  25  years. 


served  as  the  Dearborn  County 
health  officer  since  1971.  He  was 
medical  director  at  many  area 
nursing  homes  and  performed  all 
the  physical  exams  for  South 
Dearborn  Pee  Wee  Football.  Dr. 
Lindgren  had  been  a physician 
with  the  student  health  service  at 
Miami  University  in  Oxford,  Ohio, 
and  was  director  of  clinical  devel- 
opment at  Hoechst  Pharmaceutical 
Co.  in  Cincinnati. 

Georgianna  Lutz,  M.D. 

Dr.  Lutz,  97,  a Hobart  family 
physician,  died  Oct.  16,  1995,  at 
Lincolnshire  Health  Center  in 
Merrillville. 

She  was  a 1924  graduate  of  the 
General  Medical  College  in 
Chicago,  111. 

Dr.  Lutz  was  a Gary  area 
physician  for  67  years  and  was  a 
staff  member  of  Ameritus  at  St. 
Mary  Medical  Center  and  Method- 
ist Hospitals  in  Lake  County.  She 
was  a member  of  member  of  the 
American  Academy  of  Family 
Physicians  and  the  American 
Medical  Women's  Association. 

George  B.  McAleese,  M.D. 

Dr.  McAleese,  72,  a retired  Terre 
Haute  surgeon,  died  Sept.  9,  1995, 
at  St.  Francis  Hospital  in  India- 
napolis. 

He  was  a 1946  graduate  of  the 
University  of  Pittsburgh  School  of 
Medicine. 

Dr.  McAleese  was  affiliated 
with  Union  and  Regional  hospitals 
in  Terre  Haute  and  had  been  on 
staff  at  the  student  health  center  at 
Indiana  State  University. 

Linus  J.  Minick,  M.D. 

Dr.  Minick,  74,  a Churubusco 
family  physician,  died  Nov.  3, 

1995,  at  St.  Joseph  Medical  Center 
in  Fort  Wayne. 

He  was  a 1951  graduate  of  the 


Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Minick  practiced  in 
Churubusco  from  1952  to  1993.  He 
had  served  as  president  of  the  St. 
Joseph  Medical  Center  staff  and  as 
an  assistant  clinical  professor  in 
Indiana  University's  Department 
of  Family  Practice.  He  was  a 
diplomate  of  the  American  Acad- 
emy of  Family  Physicians. 

Adolph  C.Predd,  M.D. 

Dr.  Predd,  88,  a retired  LaPorte 
family  physician  and  surgeon, 
died  Aug.  29,  1995,  at  LaPorte 
Hospital. 

He  was  a 1936  graduate  of  the 
Loyola  University  Stritch  School  of 
Medicine. 

Dr.  Predd  was  in  practice  for 
more  than  50  years,  retiring  in 
1985.  He  was  a past  president  of 
the  LaPorte  County  Medical 
Society  and  was  affiliated  with 
LaPorte,  Holy  Family  and 
Fairview  hospitals. 

William  J.  Stangle,  M.D. 

Dr.  Stangle,  89,  a Bloomington 
radiologist,  died  Oct.  17, 1995. 

He  was  a 1931  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a Navy  veteran  of 
World  War  II. 

Dr.  Stangle  was  the  founder  of 
Southern  Indiana  Radiological 
Associates.  He  served  on  the  staffs 
of  Bloomington  Hospital  and 
Dunn  Memorial  Hospital  in 
Bedford  and  was  a member  of  the 
board  of  directors  of  Blue  Cross 
and  Blue  Shield  of  Indiana. 

John  R.  Van  Kirk,  M.D. 

Dr.  Van  Kirk,  75,  a West  Lafayette 
family  physician,  died  Nov.  3, 

1995,  at  his  home. 

He  was  a 1944  graduate  of  the 
Indiana  University  School  of 
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Medicine  and  a U.S.  Army  veteran. 

Dr.  Van  Kirk  had  practiced  in 
West  Lafayette  since  1%1  and 
previously  practiced  in  Burlington. 
He  had  served  as  regional  medical 
director  for  the  Lake  Central  office 
of  State  Farm  Insurance  Co., 
medical  examiner  at  the  Indiana 
Veterans  Home,  medical  director 
of  Tecumseh  Area  Planned  Parent- 


hood and  city  health  officer  for 
West  Lafayette. 

Roland  E.  Weitzel,  M.D. 

Dr.  Weitzel,  78,  a retired  family 
physician  and  surgeon  in 
Princeton,  died  Oct.  15,  1995,  at 
Gibson  General  Hospital. 

He  was  a 1943  graduate  of 
Hahnemann  University  School  of 


Medicine  and  a U.S.  Army  Medical 
Corps  veteran  of  World  War  II. 

Dr.  Weitzel  had  practiced  in 
Princeton  for  35  years  and  served 
as  chief  of  the  medical  staff  at 
Gibson  General  Hospital.  He  was  a 
member  of  the  American  Academy 
of  Abdominal  Surgeons  and  the 
American  Academy  of  Family 
Physicians.  O 
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1996  International 
Conference  on 
Physician  Health 


February  7-10, 1996 

Sheraton  San 
Marcos  Hotel 
Chandler,  Arizona 


For  additional 
information  on  how 
to  register  for  this 
important  Confer- 
ence 

Write,  call  or  fax: 
International 
Conference  on 
Physician  Health , 
American  Medical 
Association,  515  N. 
State  Street, 
Chicago,  IL,  60610, 
800  621-8335,  fax: 
312  464-5826. 


Uncertain  Times:  Preventing 
Illness,  Promoting  Wellness 

Sponsored  by  the  American  Medical  Association,  the  Canadian 
Medical  Association,  the  Federation  of  State  Medical  Boards,  the 
Federation  of  Medical  Licensing  Authorities  of  Canada,  the 
Federation  of  State  Physician  Health  Programs 

In  cooperation  with  the  American  Society  of  Addiction  Medicine 
and  the  Society  for  Professional  Well-Being 

A New  Focus... 

In  these  times  of  uncertain  economic  forces  and  rapidly  advancing 
scientific  knowledge,  the  stresses  of  keeping  one's  practice 
current  and  financially  viable  exact  their  toll  on  physicians. 
Physician  health  now  includes  a broad,  pro-active,  preventive 
approach  of  reducing  all  types  of  physician  health  problems  and 
offering  assistance  before  there  is  actual  impairment. 

Keep  Current  on  the  latest  Scientific,  Clinical  and 
Educational  Approaches! 

Presentations  dealing  with  all  aspects  of  physician  health, 
including  issues  of  well-being,  impairment,  disability,  treatment, 
prevention  and  education  are  to  be  considered  during  the  Confer- 
ence. Topics  of  particular  interest  include:  coping  with  changing 
economic  practice  circumstances;  personal  and  professional 
stress  and  physician  health;  epidemiologic  data;  sexual  boundary 
violations  and  other  interpersonal  problems;  violence  and  physi- 
cians; women,  elderly,  minority,  gay/lesbian,  and  other  identified 
populations,  among  other  issues. 

Key  Note  Speakers  will  include: 

Frances  Conley,  MD  - "Ruminations  of  an  Academic 
Maverick1' 

Leah  Dickstein,  MD-  "Preparing  Our  Trainees  for  Healthy 
Living" 

Ronald  Shellow,  MD  - "Diagnosis  vs.  Disability:  Legal  and 
Clinical  Issues" 

Pre-Conference  Institutes  will  include: 

Update  on  Chemical  Dependency:  Edward  Senay,  MD,  - Cocaine; 
Robert  Swift,  MD,  PhD  - Current  Pharmacologic  Management 
Strategies;  Norman  Miller,  MD,  - Assessment  and  Management  of 
Dual  Diagnosis 

Update  on  Psychiatry:  Morton  Silverman,  MD,  - Suicide;  Dominic 
Ciraulo,  MD  - Newer  Antidepressant  Drugs  and  Drug  Strategies; 
Eberhardt  Uhlenhuth,  MD  - Anxiety  Disorders:  Changes  in  Diag- 
noses and  Management 

Women's  Health,  1996:  Erica  Frank,  MD,  MPH  - Research  Needs 
and  Plans;  Carol  Scott,  MD,  MPH  - Violence  as  a Healthcare  Issue; 
Michael  F.  Myers,  MD  - Relationships  and  Other  Mental  Health 
Issues 

Recreation 

When  not  discussing  physician  health  issues,  promote  your  own 
personal  health.  You  will  find  an  18-hole  championship  golf  course, 
several  swimming  pools,  and  tennis  courts  - two  lit  for  night  play. 
Enjoy  jogging  around  the  golf  course,  bicycling  in  the  balmy 
southwestern  breeze,  horseback  riding  on  the  edge  of  town  or 
working  out  at  the  nearby  fitness  center. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


■ people 


D r.  Patrick  Anderson,  a 

Richmond  internist,  received  the 
1995  Paul  S.  Rhoads  Humanity  in 
Medicine  Award  from  Reid 
Hospital.  He  was  honored  for  his 
history  of  extraordinary  care  to 
patients,  including  giving  free 
medication  to  an  unemployed  man 
who  had  no  insurance. 

Dr.  James  W.  Hardacker  and 
Dr.  Peter  N.  Capicotto  of  The 
Spine  Institute,  with  offices  in 
Carmel  and  Beech  Grove,  have 
been  certified  by  the  American 
Board  of  Orthopaedic  Surgery.  Dr. 
Hardacker  co-authored  two  papers 
presented  at  the  1995  Scoliosis 
Research  Society  meeting  in 
Asheville,  N.C.  The  studies  were 
titled  "Loss  of  Lumbar  Lordosis  in 
Uninstrumented  Solid  Lumbar 
Fusions"  and  "Safety  and  Efficacy 
of  Isola-Galveston  Instrumentation 
and  Fusion  in  the  Treatment  of 
Neuromuscular  Spinal  Deformi- 
ties." 

Dr.  Frank  Wu,  an  Indianapolis 
allergist,  gave  a presentation  on 
"Allergic  Pollens  in  Indiana"  at  the 
annual  meeting  of  the  American 
College  of  Allergy,  Asthma  and 
Immunology  in  Dallas,  Texas.  The 
research  was  an  award-winning 
project,  and  the  poster  was  dis- 
played as  a special  exhibit  at  the 
Dallas  Museum  of  Art  during  the 
meeting. 

Dr.  Scott  D.  Gudeman  of 

Specialty  Centers  for  Orthopaedic 
and  Rehabilitative  Excellence 
(SCORE)  in  Indianapolis  spoke  on 
"Treatment  of  Plantar  Fasciitis 
with  Iontophoresis"  at  the  annual 
meeting  of  the  American 
Orthopaedic  Society  for  Sports 
Medicine  Conference  in  Toronto, 
Canada. 

Dr.  Steven  F.  Isenbergof 

Indianapolis  was  certified  by  the 
American  Board  of  Otolaryngic 


Physician  Recognition  Award  recipients 


TThe  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


Septemberl995 

Armbuster,  Thomas  G.,  Fort  Wayne 
Bright,  Robert  A.  Mishawaka 
Clark,  Michael  A.,  Indianapolis 
De  La  Cotera,  Frederick  G.,  Munster 
Delbello,  Mark  W.,  Fort  Wayne 
Farr,  Jack,  Indianapolis 
Haber,  Irving  I.,  Terre  Haute 
Haerr,  Robert  W.,  Terre  Haute 
Hahn,  Richard  A.,  Indianapolis 
Hatch,  Stephen  J.,  Fort  Wayne 
Heaton,  Elton,  Madison 
Kaye,  Robert  C.,  Rensselaer 
Lee,  Thomas  M.,  Hartford  City 
Lim,  Young  S.,  Evansville 
Luce,  John  W.,  Michigan  City 
Mazdai,  Abouzarjomehr,  Connersville 
Michael,  John  M.,  Indianapolis 
Priddy,  Marvin  E.,  Fort  Wayne 
Rettig,  Arthur  C.,  Indianapolis 
Van  Hove,  Eugene  D.,  Carmel 
Yolles,  Elliott  A.,  Indianapolis 


October  1995 

Ahler,  Kenneth J.,  Rensselaer 

Banning,  Vernon  P.,  Evansville 

Czaja,  Joseph  T.,  Munster 

Galup,  Luis  N.,  South  Bend 

Hathaway,  William  H.,  Auburn 

Hogan,  Michael  A.,  Indianapolis 

Kennedy,  David  B.,  Kokomo 

Kight,  Jerry  L.,  Indianapolis 

Kobak,  Alfred  J.,  Valparaiso 

Ladowski,  Joseph  S.,  Fort  Wayne 

Larosa,  Joseph  A.,  Indianapolis 

Lewckyj,  Myron  I.,  Valparaiso 

Lucena,  Bernardo  S.,  Crown  Point 

Maxam,  Beverly  T.,  Indianapolis 

Miller,  Phillip  M.,  Greenfield 

Morera,  Julio  A.,  Evansville 

Nasr,  Suhayl  J.,  Michigan  City 

Pugh,  Newell  O.,  Indianapolis 

Schwartzman,  Ilya,  Columbus 

Sturdevant,  Frank  M.,  Valparaiso 

Sunkel,  Daniel  R.,  Lafayette 

Tharp,  Patricia  W.,  Evansville 

Wheeler,  Jeffrey  A.,  Fishers 

White,  Wayne  B.,  Connersville  □ J 


Allergy.  He  spoke  on  "The  Use  of 
Interactive  Video  for  Informed 
Surgical  Consent"  at  the  American 
Medical  Writers  Association 
annual  conference  in  Baltimore, 
Md. 

Dr.  Rick  C.  Sasso,  an 
orthopaedic  surgeon  with  India- 
napolis Neurosurgical  Group,  was 
a faculty  member  at  a spinal 
instrumentation  course  sponsored 
by  the  Spinal  Science  Advance- 
ment Foundation  in  Memphis, 
Tenn.  He  lectured  on  anterior 
cervical  plate  and  screw  constructs 
and  taught  the  practical  bioskills 
workshop  of  anterior  cervical 
plating. 


Dr.  Mark  G.  Richards,  a 

Carmel  family  physician,  received 
the  Distinguished  Young  Alumnus 
Award  from  Indiana  Wesleyan 
University.  He  is  a 1977  graduate 
of  Indiana  Wesleyan. 

Dr.  Jane  Howard  of  Nasser, 
Smith  & Pinkerton  Cardiology  in 
Indianapolis  spoke  on 
"Psychosocial  Aspects  of  CAD  in 
Women"  at  the  American  Medical 
Women's  Association  meeting  in 
Seattle,  Wash. 

Dr.  Michael  A.  Kuharik  and 
Dr.  Jeffrey  I.  Reider, 

neuroradiologists  with  Premier 
Radiology  Network  in  Indianapo- 
lis, have  passed  tire  Certificate  of 
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Added  Qualification  administered 
by  the  American  Board  of  Radiol- 
ogy- 

Dr.  Alan  F.  Smith,  a patholo- 
gist from  Bedford,  received  a 
three-year  appointment  as  cancer 
liaison  physician  for  the  hospital 
cancer  program  at  Bedford  Re- 
gional Medical  Center. 

Dr.  Andrew  J.  Vicar  of 
Orthopaedics  Indianapolis  wrote 
the  continuing  education  article  in 
the  September  issue  of  Professional 
Medical  Assistants  journal.  His 
article  was  titled  "Casualties  of  the 
Keyboard,  Computer  Related 
Disorders  of  the  Upper  Extremi- 
ties." 

Dr.  Frederick  M.  Kelvin,  a 

radiologist  with  Methodist  Hospi- 
tal in  Indianapolis,  was  a guest 
faculty  member  at  a postgraduate 
course  in  Phoenix,  Ariz.,  on 
abdominal  imaging.  He  spoke  on 
colorectal  cancer,  small  bowel 
obstruction,  colitis,  principles  of 
double  contrast  studies  and  female 
pelvic  floor  disorders. 

Dr.  William  Beeson,  an 
Indianapolis  facial  plastic  and 
reconstructive  surgeon,  presented 
five  lectures  at  the  fall  scientific 
meeting  of  the  American  Academy 
of  Facial  Plastic  and  Reconstruc- 
tive Surgery  in  New  Orleans,  La. 
He  wrote  an  article  titled  "Surgical 
Management  of  the  Upper  Third  of 
the  Face"  for  the  October  issue  of 
Cosmetic  Dermatology. 

Dr.  Steven  R.  Dryden,  an 
Indianapolis  anesthesiologist,  and 
Dr.  Thomas  ].  Fischer,  an  India- 
napolis hand  surgeon,  were  named 
to  the  board  of  visitors  for  the 
College  of  Pharmacy  and  Health 
Sciences  of  Butler  University. 

Dr.  Ronald  L.  Peterson  and 
Dr.  James  S.  Robertson,  retired 
Plymouth  family  physicians,  were 
honored  for  their  combined  81 
years  of  service.  The  Marshall 


County  Medical  Society,  St. 
Joseph's  Hospital  of  Marshall 
County  and  the  city  of  Plymouth 
recognized  the  physicians  at  a 
dinner. 

Dr.  Robert  W.  Haerr,  a Terre 
Haute  radiation  oncologist, 
received  the  1995  Weinbaum 
Award  from  Union  Hospital.  The 
award  is  given  annually  to  a 
member  of  the  hospital  medical 
and  dental  staff  who  has  provided 
outstanding  service  to  the  practice 
of  medicine. 

Dr.  John  C.  Johnson  of 
Valparaiso  received  the  Emer- 


gency Medical  Services  Award  for 
outstanding  contributions  in  the 
field  by  the  American  College  of 
Emergency  Physicians.  He  is  the 
administrative  medical  director  for 
the  emergency  center  for  trauma 
and  critical  care  at  Porter  Memo- 
rial Hospital. 

Dr.  Stephen  M.  Simonsof 
South  Bend  was  selected  to  serve 
on  a team  of  sports  medicine 
specialists  who  traveled  to  Austra- 
lia and  New  Zealand  to  exchange 
ideas  on  sports  medicine  issues. 

He  is  a sports  medicine  specialist 
and  faculty  member  of  St.  Joseph's 


Patrick  A.  Dolan,  M.D.,  Indianapolis,  signs  copies  of  his  book.  The  Indiana 
Roentgen  Society:  A History.  Dr.  Dolan,  who  has  held  several  offices  in  the 
Indiana  Roentgen  Society,  including  president  and  councilor  positions, 
researched  and  wrote  the  book.  The  history,  which  was  compiled  from 
minutes  and  other  available  records  of  the  society  and  from  interviews 
with  members,  covers  the  period  from  Jan.  20, 1928,  to  May  13, 1995. 
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Medical  Center's  Family  Practice 
Residency  Program. 

Dr.  Gerald  Kurlander,an 
Indianapolis  diagnostic  radiolo- 
gist, and  Dr.  John  C.  Lowe,  an 
Indianapolis  gastroenterologist, 
received  the  1995  Community 
Hospitals  Indianapolis  Fellowship 
of  Distinguished  Physicians 
Award.  The  award  recognizes 
those  who  have  distinguished 
themselves  in  the  areas  of  educa- 
tion, research  and  patient  care. 

Dr.  Chad  C.  Lamb  of  Anderson 
was  named  a fellow  of  the  Ameri- 
can Academy  of  Family  Physi- 
cians. 

Dr.  Jeffrey  C.  Bird,  a Muncie 
family  physician,  was  named  to 
the  Delaware  County  Board  of 
Health. 

Dr.  Edward  R.  Gabovitch, 

medical  director  of  the  Arthritis 
Care  Center  at  Methodist  Hospital 
in  Indianapolis,  received  the 
Indiana  Chapter  Humanitarian 
Award  from  the  Arthritis  Founda- 
tion. 

Dr.  Franklin  K.  Beeler,  an 

Anderson  family  physician,  has 
retired  after  42  years  in  practice. 

Dr.  Randall  Braddom,  profes- 
sor and  chairman  of  the  depart- 
ment of  physical  medicine  and 
rehabilitation  at  the  Indiana 
University  School  of  Medicine, 
was  installed  as  president  of  the 
American  Academy  of  Physical 
Medicine  and  Rehabilitation. 

Dr.  Peter  F.  Kunz,  an  India- 
napolis plastic  surgeon,  donates 
his  services  at  the  Marion  County 
Juvenile  Center  for  any  youth  who 
wants  to  have  a gang  tattoo 
removed. 

William  L.  Purcell  was 

honored  by  the  Vigo-Parke- 
Vermillion  Medical  Society  for  his 
25  years  of  service  as  executive 
director  of  the  society. 


New  ISM  A members 
Romel  C.  Antolin,  M.D.,  India- 
napolis, obstetrics  and  gynecology. 

Thomas  M.  Armstrong,  M.D., 
Indianapolis,  internal  medicine. 

Ingrid  E.  Aufderheide,  M.D., 
Columbus,  ophthalmology. 

William  M.  Bailey,  M.D., 
Jeffersonville,  cardiovascular 
diseases. 

Eric  A.  Bannec,  M.D., 
Bloomington,  internal  medicine. 

Joseph  H.  Beaven,  M.D., 
Charlestown,  internal  medicine. 

Laurence  W.  Behney,  M.D., 
Bloomington,  family  practice. 

Kambiz  Behzadi,  M.D.,  Terre 
Haute,  orthopaedic  surgery. 

Luis  F.  Bernal,  M.D.,  Gary, 
internal  medicine. 

Karl  J.  Blessinger,  M.D., 
Muncie,  clinical  pharmacology. 

Stephanie  A.  Brazus,  M.D., 
Indianapolis,  family  practice. 

Daniel  E.  Brier,  M.D.,  South 
Bend,  pediatrics. 

Paul  E.  Broderick,  D O., 
Martinsville,  colon  and  rectal 
surgery. 

Michael  J.  Brubaker,  D.O., 
Rochester,  family  practice. 

Blandine  B.  Bustamante,  M.D., 
Fort  Wayne,  anatomic/clinical 
pathology. 

Tim  j.  Conrad,  M.D.,  Corydon, 
ophthalmology. 

Wendy  K.  Corning,  M.D., 
Bloomington,  obstetrics  and 
gynecology. 

David  DeSantis,  M.D.,  Rich- 
mond, family  practice. 

L.  Mark  Dean,  M.D.,  Lafayette, 
radiology. 

Stephen  P.  Dewey,  M.D., 
Indianapolis,  family  practice. 

JamesG.  Donahue,  M.D., 
Indianapolis,  obstetrics  and 
gynecology. 

Daniel  C.  Eby,  D O.,  Jasper, 
orthopaedic  surgery. 


Michael  A.  Eifrid,  M.D., 
Plymouth,  obstetrics  and  gynecol- 
ogy- 

Melissa  K.  Essig,  M.D., 
Indianapolis,  pediatrics. 

Edward  P.  Fox,  M.D.,  Evans- 
ville, oncology. 

Jennifer  L.  Gage,  M.D., 
Crawfordsville,  general  surgery. 

Richard  W.  Gates  II,  M.D., 
Indianapolis,  obstetrics  and 
gynecology. 

Paul  R.  Gettinger,  M.D., 
Bremen,  family  practice. 

Prodyot  Ghosh,  M.D., 
Bloomington,  internal  medicine. 

Tali  Giveon,  M.D.,  Muncie, 
neurological  surgery. 

Norman  J.  Gold  bach,  M.D., 
Richmond,  urological  surgery. 

Jeffrey  M.  Goodloe,  M.D., 
Indianapolis,  emergency  medicine. 

N.T.  Gopalakrishnan,M.D., 
Terre  Haute,  internal  medicine. 

Nav  K.  Grandhi,  M.D., 
Lawrenceburg,  gastroenterology. 

Mark  W.  Graves,  M.D., 
Evansville,  nuclear  medicine. 

Mark  D.  Griffith,  M.D., 
Lafayette,  physical  medicine  and 
rehabilitation. 

Salomon  Grinspan,  M.D., 
Richmond,  anatomic  pathology. 

Lisa  A.  Gulyas,  M.D.,  Fort 
Wayne,  pediatrics. 

Joseph  P.  Harmon,  M.D., 

South  Bend,  obstetrics  and  gyne- 
cology. 

Alice  M.  Hartman,  M.D., 
Seymour,  obstetrics  and  gynecol- 
ogy- 

Michele  L.  Helfgott,  M.D., 
Munster,  obstetrics  and  gynecol- 
ogy- 

Jeffrey  B.  Hiltz,  M.D.,  Muncie, 
family  practice. 

Scott  R.  Hobson,  M.D., 
Indianapolis,  ophthalmology. 

Robert  M.  Holmes,  M.D., 
Lafayette,  internal  medicine. 
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Beve  P.  House,  M.D.,  Fort 
Wayne,  emergency  medicine. 

Steven  W.  Huder,  M.D., 
Evansville,  clinical  pathology. 

Beth  E.  Ingram,  M.D.,  Rich- 
mond, diagnostic  radiology. 

Robert  M.  Irick,  M.D., 
Bloomington,  emergency  medi- 
cine. 

Frederick  L.  Jackson,  D.O., 
Fort  Wayne,  family  practice. 

Jonathan  R.  Javors,  D.O., 
Schererville,  orthopaedic  surgery. 

Richard  M.  Johnston  II,  M.D., 
Fort  Wayne,  anesthesiology. 

Tracy  A.  Kangas,  M.D., 
Munster,  ophthalmology. 

Daniel  P.  Kellar,  M.D.,  Terre 
Flaute,  family  practice. 

Alan  Koester,  M.D.,  Lafayette, 
orthopaedic  surgery,  hand  sur- 
gery. 

Mark  B.  Lampert,  M.D.,  South 
Bend,  cardiovascular  diseases. 

Chong  C.  Lee,  M.D.,  St.  John, 
thoracic  surgery. 

Philip  B.  Leeds,  M.D.,  Jasper, 
anesthesiology. 

Linda  M.  Lenahan,  M.D., 
Vincennes,  internal  medicine. 

Teresa  L.  Lovins,  M.D., 
Columbus,  family  practice. 

Reggie  D.  Lyell,  M.D., 
Corydon,  family  practice. 

Michael  T.  Macfarlane,  M.D., 
New  Albany,  urological  surgery. 

Arthur  N.  Mack,  M.D.  Evans- 
ville, family  practice. 

Merlyn  J.  Malola,  M.D., 
Kokomo,  general  practice. 

Howard  J.  Marcus,  M.D., 
Munster,  obstetrics  and  gynecol- 
ogy- 

Cecil  D.  Martin,  M.D., 
Carrollton,  Ky.,  family  practice. 

Laura  M.  Maves,  M.D., 
Fishers,  pediatrics. 

Rick  A.  Meyer,  M.D.,  Fort 
Wayne,  gastroenterology. 

Thomas  P.  Miller,  M.D., 
Michigan  City,  family  practice. 

Scott  R.  Miller,  M.D., 


Shelbyville,  radiology. 

Fernando  R.  Montoya,  M.D., 
Jasper,  internal  medicine. 

Thomas  A.  Morse,  M.D., 
Richmond,  emergency  medicine. 

Syed  M.  Nawab,  M.D.,  Louis- 
ville, Ky.,  cardiovascular  surgery. 

Mark  T.  Nootens,  M.D., 
Munster,  internal  medicine. 

Joyce  A.  O'Shaughnessy,  M.D., 
Jeffersonville,  oncology. 

David  E.  Pallares,  M.D., 
Jeffersonville,  allergy  and  immu- 
nology. 

Kiranchandra  M.  Patel,  M.D., 
Bloomington,  family  practice. 

Pamela  K.  Peak,  M.D.,  India- 
napolis, internal  medicine. 

Randall  J.  Phillips,  M.D.,  Fort 
Wayne,  radiology. 

Gavin  J.  Roberts,  M.D.,  Fort 
Wayne,  ophthalmology. 

Magdy  Zaky  S.  Rofail,  M.D., 
Richmond,  gastroenterology. 

Matthew  B.  Roush,  M.D., 
Muncie,  family  practice. 

Boris  Sagalovsky,  M.D., 
Crown  Point,  cardiovascular 
diseases. 

David  E.  San  Miguel,  D.O., 
Michigan  City,  anesthesiology. 

Anthony  D.  Sanders,  M.D., 
Columbus,  otolaryngology. 

J.  Christopher  Sartore,  M.D., 
Evansville,  family  practice. 

James  M.  Scheffler,  M.D., 
Kokomo,  internal  medicine. 

David  W.  Schetter,  M.D., 
Plymouth,  anesthesiology. 

Brian  M.  Schnell,  M.D., 
Huntingburg,  anatomic  pathology. 

Steven  N.  Schroeder,  M.D., 
South  Bend,  anesthesiology. 

Joel  M.  Schumacher,  M.D., 
Plymouth,  family  practice. 

MehulH.  Shah,  M.D.,  India- 
napolis, family  practice. 

Vijay  P.  Shah,  M.D., 
Merrillville,  internal  medicine. 

Joseph  M.  Smith,  M.D. , 
Richmond,  obstetrics  and  gynecol- 
ogy- 


Aruna  Somani,  M.D.,  Munster, 
internal  medicine. 

Patricia  W.  Sontag,  M.D., 
Indianapolis,  obstetrics  and 
gynecology. 

Kenneth  Sowinski,  M.D., 
Union  City,  family  practice. 

Theresa  A.  Sowinski,  M.D., 
Winchester,  anesthesiology. 

Frank  L.  Spendal,  M.D., 
Cayuga,  family  practice. 

Carol  A.  Stauf  fer-Munekata, 
M.D.,  Evansville,  family  practice. 

Sara  C.  Strickler,  M.D., 
Lafayette,  obstetrics  and  gynecol- 
ogy- 

Charles  L.  Tapley,  M.D., 
Muncie,  family  practice. 

Gurdarshan  S.Thind,  M.D., 
Jeffersonville,  cardiovascular 
diseases. 

Charles  A.  Tollett  Jr.,  M.D., 
Huntingburg,  general  surgery. 

Jon  S.  Uloth,  M.D.,  Evansville, 
family  practice. 

Naresh  K.  Upadhyay,  M.D., 
Highland,  internal  medicine. 

Margaret  H.  Vickers,  M.D., 
Evansville,  anesthesiology. 

William  M.  Vickers,  M.D., 
Evansville,  anesthesiology. 

Dennis  L.  Wagner,  M.D., 
Indianapolis,  anesthesiology. 

William  C.  Watson,  FXO., 
Winchester,  family  practice. 

Daniel  L.  Wegg,  M.D., 
Ridgeville,  general  practice. 

Thomas  L.  Welch,  M.D., 
Columbus,  psychiatry. 

Jeffrey  M.  Wempe,  M.D., 
Muncie,  anesthesiology. 

Angela  R.  Wheeler,  M.D. , 

Gary,  family  practice. 

Bernhard  P.  Wiebe,  M.D., 
Markle,  family  practice. 

Wilson  W.  Wu,  M.D.,  India- 
napolis, internal  medicine. 

Alexandria  J.  Zaleski,  M.D., 
Munster,  dermatology. 

Robert  A.  Zaring,  M.D., 
Muncie,  clinical  pharmacology.  □ 
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SEEKING  PRIMARY  CARE  PHYSI- 
CIANS to  provide  general  medical 
services  to  inmates  at  a correc- 
tional facility  located  in  the  Terre 
Haute  area.  Indiana  license 
required.  Malpractice  coverage 
available.  Contact  in  confidence: 
ANNASHAE  CORPORATION, 
Professional  Healthcare  Staffing,  1- 
800-245-2662. 

MANY  OPPORTUNITIES  for  "qualify  of 
life"  - Snelling  Search  has  greaf 
opportunifies,  salary  and  benefits  in 
Indiana  and  across  the  country  for 
family  practitioners,  internists  and 
ob/gyn,  BC/BE.  (No  J-l  positions 
available.)  We  are  linked  nation- 
wide to  serve  your  needs.  For  more 
information,  call  Amy  Rusk  at  (219) 
769-2922  or  fax  CV  to  (219)  755- 
0557. 

NORTH  CENTRAL  INDIANA  - Emer- 
gency department  directorship 
available  for  career-minded 
emergency  department  physician 
for  low-volume  hospital.  ACLS/ATLS. 
Clinical  hours  at  competitive  hourly 
rate  plus  monthly  stipend,  malprac- 
tice and  health  insurance,  CME 
stipend  and  ACEP  dues.  Contact 
C.  Lombardo,  1-800-967-0767. 

EMERGENCY  DEPARTMENT  PHYSI- 
CIAN needed  to  join  progressive 
group  providing  service  to  low- 
volume  rural  hospitals  in  north 
central  and  central  Indiana. 
Competitive  hourly  rates  plus 
malpractice  insurance.  ACLS/ATLS 
required.  Contact  C.  Lombardo,  1- 
800-967-0767. 

FOR  SALE  - Endoscopes.  2 Ritter 
electro-hydraulic  exam  chairs,  $900 
each.  Shampaign  OB/GYN  table, 
model  #2605NL,  never  used. 

$1,000.  Amsco  electric  table, 
model  #2080,  $1,200.  Exam  floor, 
ceiling  rail  lights.  Hydro  therapy 
tubs.  Autoclaves.  Microscopes, 
steroptic,  etc.  Pediatric  scales, 
digital  and  manual.  X-ray  units, 
viewers,  cassettes,  tanks.  Ultra- 


sound cleaner.  Blood  bank  freezer. 
Blood  chemical  and  analyzer  QBC. 
ECG  monitors.  GE  SRT  Ultrasound 
3.0  sector-3.5  linear  transducers, 
excellent  condition,  $2,500. 

Siemans  Sircam  103-100mm  film 
camera  with  receiver  and  carrier, 
A-l  condition,  $2,500.  Send  for  list  of 
much  more  equipment.  Phone,  fax 
or  write  Bernard  Medical,  1555  Dixie 
Highway,  Park  Hills  (Covington)  KY 
41011,  (606)  581-5205. 

URGENT  CARE  PHYSICIANS  WANTED 

Arnett  Clinic,  115-physician 
multispecialty,  seeking  BC/BE  FP 
candidates  for  our  two  urgent  care 
centers  in  Lafayette.  12-hour  shifts, 

8 a.m.  to  8 p.m.  Approximately  50- 
60  patients  per  day.  Many  benefits 
including  CME  funds,  professional 
liability,  relocation.  Dynamic 
community,  a great  place  to  live. 
Money  magazine  top  20.  Physician 
Recruitment,  Arnett  Clinic,  P.O.  Box 
5545,  Lafayette,  IN  47904.  (31  7)  448- 
8000.  1-800-899-8448. 

EMERGENCY  MEDICINE  - A full-time 
opportunity  for  an  emergency 
physician  is  available  for  an  ED  in  a 
suburb  of  Indianapolis;  the  annual 
volume  is  approximately  16,000.  An 
excellent  benefit  package  is 
included.  If  qualified  and  inter- 
ested, contact  Lee  Sredzinski,  M.D., 
395  Westfield  Road,  Noblesville,  IN 
46060,  (317)  776-7107. 

PROGRESSIVE  OB/GYN  PHYSICIAN 
GROUP  in  northwest  Indiana 
seeking  BE/BC  pediatrician.  This  is  a 
busy  established  practice  doing 
approximately  40  deliveries  per 
month  that  wants  to  work  together 
as  an  alliance.  Our  office  is  affili- 
ated with  three  contemporary 
hospitals  that  all  have  state-of-the- 
art  technology,  a level  11+  nursery, 
outstanding  nursing  staff  as  well  as 
full-time  anesthesia  and  newborn 
intensive  coverage.  Northwest 
Indiana  offers  a quality  lifestyle  and 
easy  access  to  Chicago  with  all  of 
its  wonderful  cultural  and  recre- 


ational activities.  Excellent  com- 
pensation and  benefits  package 
that  is  negotiable.  Start  immedi- 
ately. Please  send  CV  to  The 
Woman's  Wellness  Center,  Rhonda 
Volk,  Office  Manager,  9136  Colum- 
bia Ave.,  Munster,  IN  46321 . 

OPPORTUNITY  FOR  PHYSICIAN  - 

Established  or  newly  licensed  MD 
for  the  practice  of  general  medi- 
cine. Share  in  the  care  of  patient 
clientele.  Opportunity  for  growth 
and  for  possible  takeover  of 
practice.  For  private  and  confiden- 
tial interview,  phone  (317)  447-1412, 
Mon.,  Tues.,  Thurs.,  9 to  5.  Phone 
(317)  447-1693  after  4 p.m. 

MEDICAL  PRACTICE  WITH  ESTAB- 
LISHED OFFICE  AVAILABLE  in 

Columbus,  half-mile  from  Columbus 
Regional  Hospital,  junction  of  State 
Road  46  and  U.S.  31 . 30+  year-old 
medical  practice  left  vacant  by 
retirement  of  family  practitioner. 
Only  expense  required  to  assume 
practice  is  rent,  utilities  and  general 
office  overhead.  1,200  square  feet, 
fully  furnished,  low-maintenance 
office  in  professional  complex. 
Exterior  maintenance,  snow 
removal  included.  Ideal  opportu- 
nity for  new  physician.  Contact  Mrs. 
White,  2756  25th  St.,  Suite  500, 
Columbus,  IN  47203;  fax  (812)  372- 
0998;  phone  (812)  379-4494  days 
only. 

FAMILY  PRACTICE  - PORTLAND,  IND. 

Outstanding  opportunity  for  a 
board-eligible,  board-certified 
family  practitioner  to  join  a four- 
physician  practice.  The  practice 
was  established  in  1982  and  has 
grown  rapidly.  Involves  all  aspects 
of  family  practice  including  in- 
office procedures,  pediatrics  to 
geriatrics,  in-office  cardiac  rehabili- 
tation and  wellness  programs. 
Competitive  salary  with  productiv- 
ity bonus.  Contact  Stephen  R. 
Myron,  M.D.,  430  W.  Votaw  St., 
Portland,  IN  47371,  1-800-858-6735 
or  (219)  726-6515. 


102 


INDIANA  MEDICINE/January/February  1996 


classifieds 


RETIRED  PHYSICIANS  - Thinking  of 
retiring  from  the  battle  over  shrink- 
ing medical  payments?  Leave 
these  headaches  to  us.  We  are 
looking  for  seasoned  primary  care 
physicians  (all  specialties)  who 
want  to  work  1 / 2 or  3/4  days 
several  times  a month.  We  are 
located  on  Lake  Michigan  in 
northern  Indiana.  Please  call  (219) 
874-2500. 

EMERGENCY  MEDICINE  POSITIONS  - 

Valparaiso  and  Seymour.  Expand- 
ing EM/FP/urgent  care  group 
seeking  career-minded  physicians 
for  above  locations.  Generous 
compensation  based  on  training, 
experience  and  qualifications. 
Excellent  benefits  include  401  (k) 
plan;  malpractice,  health,  life  and 
disability  insurance;  CME  stipend; 
and  ACEP,  ISMA  and  hospital  dues. 
Will  consider  all  physicians  with 
appropriate  experience  and 
training.  Contact  Jim  Gardner, 

M.D.,  ECP  Healthcare,  1 155  W.  Third 
St.,  Bloomington,  IN  47404,  (812) 
333-2731. 

FAMILY  PRACTICE  - BROWNSTOWN, 
IND.  - Outstanding  opportunity  for 
BE/BC  family  practitioners  to  join 
FP/EM/urgent  care  group  and 
practice  traditional  family  practice 
(OB  optional)  in  southern  Indiana. 
Admit  to  Memorial  Hospital  in 
Seymour  (10-minute  drive).  Very 


competitive  salary,  generous 
benefits,  the  potential  for  produc- 
tivity bonuses  and  the  security  of  a 
statewide  group  with  a 24-year 
history.  Contact  Jim  Gardner,  M.D., 
ECP  Healthcare,  1 155  W.  Third  St., 
Bloomington,  IN  47404,  (812)  333- 
2731. 

1 15-PHYSICIAN  MIDWEST  MULTI- 
SPECIALTY seeking  BE/BC  candi- 
dates: family  medicine,  pediatrics, 
urgent  care.  Serving  14  counties 
with  a population  draw  of  over 
320,000.  Guaranteed  salary  first  two 
years,  relocation  expenses,  CME 
funds,  paid  professional  liability, 
investment  plans,  all  part  of  the 
many  benefits.  A safe,  thriving 
family  community  with  stable 
economy  otters  a rewarding  quality 
of  life.  Through  Purdue  University  we 
enjoy  academics,  cultural  events, 
entertainment  and  Big  10  sports. 
Physician  Recruitment,  Arnett 
Clinic,  P.O.  Box  5545,  Lafayette,  IN 
47904,  (317)448-8000,  1-800-899- 
8448. 

SOUTHWESTERN  OHIO,  Greater 
Cincinnati  Area:  Board-eligible  or 
board-certified  family  practitioner 
wanted  to  join  existing  practice. 
Several  opportunities  available. 

One  in  eight  call.  No  OB.  Income 
guaranteed  (up  to  $120,000  based 
on  qualifications  and  experience) 
for  up  to  2 years.  Relocation 


expenses.  Malpractice  paid  for 
guarantee  period.  250-bed,  full- 
service,  JCAHO-accredited  acute 
care  community  hospital.  Beautiful 
community  and  very  affordable 
standard  of  living.  Excellent  public 
and  private  school  systems.  Great 
cultural  and  recreational  opportu- 
nities. For  information,  call  Lynn 
Oswald,  Vice  President,  Fort 
Hamilton-Hughes  Hospital,  at  (513) 
867-2621. 

PEDIATRICIAN,  BC/BE,  to  join 
general  pediatrician  and  neona- 
tologist-pediatrician  in  northwest 
Indiana.  Superior  schools  and 
community,  many  recreational 
opportunities,  50  miles  from  Chi- 
cago. Six  weeks  per  year  PGE  and 
vacation.  Early  full  partnership. 
Send  CV  and  cover  letter  to  Drs. 
Covey  and  Marquez,  South  Ridge 
Pediatric  Center,  P.C.,  Suite  3,  2101 
Comeford  Road,  Valparaiso,  IN 
46383. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside 
Indiana.  Call  Patti  Quiring  at  work, 
(31 7)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician 
recruiter  for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis.  □ 
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The  talents  of 
professionals 
like  you  fuel  our 
commitment  to 
the  community. 
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At  Interventions,  we’re  proud  of  the  fact 
that  our  dedication  to  the  community  can 
be  seen  in  every  aspect  of  our  operations. 
And  as  specialists  in  the  provision  of 
top-quality  chemical  dependency 
prevention  and  treatment  services, 
our  commitment  to  the  recovery  of  our 
patients  is  unsurpassed  in  the  industry. 
Right  now,  we’re  seeking  an  experienced, 
dedicated  physician  to  assist  with  the 
medical  functions  related  to  patient/ 
client  care  at  Indiana  locations. 

PHYSICIAN 

The  successful  candidate  will  have  a 
current  Indiana  physician’s  license,  a 
DEA  license,  and  a license  to  dispense 
controlled  substances.  3-5  years  of 
experience  in  the  treatment  of  chemical 
dependency  is  preferred. 

For  consideration,  please  send  resume 

to:  Interventions,  Inc.,  Attention  - 
Human  Resources  Manager,  1234  S. 
Michigan  Ave.,  Chicago,  IL  60605. 

Fax  (312)  663-9059.  Equal 
Opportunity  Employer. 

Interventions 


Professionals  For  Counseling  & Education 
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Advertising  index 

American  Medical  Association 97 

AllMed 7 

Central  Pharmaceuticals 5 

Globus  Computer  Services 91 

Indiana  Army  National  Guard 27 

ISMA  Insurance  Agency 3,  Cover 

Industrial  Rehabilitation  Associates 93 

Interventions 104 

Lifelines  Children's  Hospital 91 

Medic  Computer  Systems 2 

Northside  Cardiology 25 

Physicians'  Directory 74 

Physicians  Insurance  Co.  of  Indiana Cover 

Reeves  Hummer 89 

Standard  Register Cover 

U.S.  Air  Force 93 

University  Place 21 


In  accepting  advertising  for  publication,  Indiana 
Medicine  has  exercised  reasonable  precaution  to 
ensure  that  only  reputable,  factual  advertisements 
are  included.  However,  we  do  not  have  facilities  to 
make  comprehensive  or  complete  investigation,  and 
the  claims  made  by  advertisers  in  behalf  of  goods, 
services,  medicinal  preparations,  apparatus  or  physi- 
cal appliances  are  to  be  regarded  as  those  of  the 
advertisers  only.  Neither  sanction  nor  endorsement 
of  such  is  warranted,  stated  or  implied  by  the  asso- 
ciation. 


Are 


you  moving 


9 


If  so,  please  send  change  of  address  to  the  Indiana  State 
Medical  Association.  Membership  Department.  322  Canal 
Walk.  Indianapolis.  IN  46202-3268,  at  least  six  weeks 
before  you  move. 

Name: 

Address: 

City:  _ 

State: Zip: County: 

Office  phone: Home  phone: 

IMPORTANT  - Attach  mailing  label  from  your  last  copy  of 
Indiana  Medicine  here: 
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COST  EFFECTIVE.  **" 
EASY  TO  ORDER. 
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State 
Medical  r 
Association 


MEETS  REQUIREMENTS  OF  THE  NEW  INDIANA  PRESCRIPTION  LAW. 


INTRODUCING 


the  SafeRx®  Secure 
Prescription  Pad 
Program  from 
Standard  Register. 


iSsS  123-45K 7 

State  /s  ___ — - Vs 

l NVedicaV  f 
' " 


/vddiess 


N^lnUeo 


SECURE.  The  SafeRx  Secure  Prescription  Pad  was 
developed  using  Standard  Register’s  extensive  expertise 
in  document  security  and  complies  with  security 
standards  adopted  into  Indiana  law  effective  January  1 , 
1996.  While  the  ruling  covers  all  Schedule  II,  III,  IV 
and  V controlled  drugs,  you  can  use  the  new  SafeRx 
Secure  Prescription  Pad  for  all  prescribed  drugs  to 
protect  against  prescription  fraud. 


EASY  TO  ORDER.  We  understand  your  need  for 
fast  production  of  accurate  prescription  pads.  In  fact, 
we  make  order  and  delivery  a routine  procedure.  Simply 
give  us  a call...  we’ll  do  the  rest! 

Call  1-800-926-7806. 


COST  EFFECTIVE  Gain  the  cost  advantage  of 
large  production  runs  while  allowing  for  your  individual 
custom  imprints  (name,  address,  license  #)  through  our 
ISM  A endorsed  program. 


Standard  Register  is  the  leading  provider 
of  business  forms,  materials  management 
and  forms  automation  to  the  health  care 
industry. 


Standard  Register* 


ISMA  Members  And  Their  Employees: 


Stack  Your  Current 
Medical  Coverage  Up  Against  These 
High  Quality,  Low-Cost  Plans. 


These  medical  plans  have  been  specially  designed  for  ISMA  members 
and  their  employees  to  provide  the  highest  quality  coverage  at  the 
lowest  possible  cost.  And,  there  is  a special  Claims  Paying  Unit  for 
processing  ISMA  claims,  with  access  through  toll-free  WATS  lines. 

So  take  a look  at  the  many  plan  options  below  and  judge  for 
yourself  how  your  current  coverage  stacks  up. 

Comprehensive  Major  Medical  Protection 
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250 

■ $250  calendar  year  deductible,  $500  per  family 

■ Stop-Loss  limit  $5,000  per  person,  $10,000  per  family 

/ 

/ 

/ 

500 

■ $500  calendar  year  deductible,  $1,000  per  family 

■ Stop-Loss  limit  $5,000  per  person,  $10,000  per  family 

/ 

/ 

1,000 

■ $1,000  calendar  year  deductible,  $2,000  per  family 

■ Stop-Loss  limit  $5,000  per  person,  $10,000  per  family 

/ 

/ 

2,000 

■ $2,000  calendar  year  deductible,  $6,000  per  family 

■ Stop-Loss  limit  $10,000  per  person,  $30,000  per  family 

/ 

/ 

5000 

■ $5,000  calendar  year  deductible,  $15,000  per  family 

■ Stop-Loss  limit  $25,000  per  person,  $50,000  per  family 

/ 

/ 

A PPN  option  is  available  with  each  plan  and  includes  incentivized  benefits  when 
Premium  Preferred  Providers  are  utilized. 


Medicare  Supplement 

■ 365  Days  of  Inpatient  Hospital  Care 

■ 100%  payment  semi-private  or 
hospital  ward  room 

■ 365  Days  of  In-Hospital  Medical  Care 

■ 100%  Usual,  Customary  and  Reasonable 
allowances  for  surgery,  general  anesthesia, 
medical  visits,  radiation  therapy,  and  other 
eligible  inpatient  hospital  charges 

■ $1  Million  Human  Organ  or  Tissue 
Transplant  Benefit 

■ $2  Million  Major  Medical  Benefits 
($100  calendar  year  deductible) 


Dental  Plan 

■ Usual,  Customary  and  Reasonable 
allowances  for  necessary  care  and  treat- 
ment for  dental  health  - $50  calendar  year 
deductible,  $100  per  family 

■ Routine  dental  care  paid  at  80% 

■ Major  dental  care  paid  at  50%,  following 
one  year  participation  in  the  plan 
Orthodontia  paid  at  50%,  following  one 
year  participation  in  the  plan  with  $1,000 
lifetime  maximum  benefit  per  person 

■ $1,500  maximum  dental  benefit  per 
person  per  calendar  year 


Medical  Reimbursement  Plan 

■ Tax  deductible  to  the  professional  corporation 


S 


Indiana 
State 
Medical  ^ 
Association 


Available  through  the 
ISMA  Insurance  Agency. 


For  more  information  regarding  these  coverages  contact  the  ISMA  Insurance  Agency. 

1-800-442-ISMA 

Blue  Cross  and  Blue  Shield  of  Indiana,  underwritten  by  Associated  Insurance  Companies  of  Indiana,  Inc , provides  the  medical  and  dental  insurance  plans  through  Acordia  Health  Industry 
Services,  Inc  Associated  Insurance  Companies,  Inc , is  a member  of  the  Blue  Cross  and  Blue  Shield  Association,  an  Association  of  Independent  Blue  Cross  and  Blue  Shield  Plans 


